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fine linen weaving yarns. You'll thrill to the breath-taking beauty of these exclusive 


new shades. 

Muted Rose Persian Blue Cattail Brown 

Mellow Yellow Dawn Conifer Green 

Citron Chartreuse Ocean Aqua Plus Bleached White 

Wild Cherry Meadow Green and Natural Linen 

With more colors coming soon! 

SayLinMil and LoomLore yarns are guaranteed color- runners, scarfs, etc., with the smooth, rich luster that 
fast and extra strong with the lasting luster that only only fine linen can give. Your own artistry will be bright 
pure linen can give. No knotting, fuzziness or breaki 9g generati from now. Send for your free LoomLore 
on your loom. and SayLinMil color card-price list today. No obliga- 
You'll have incomparable table linens, towels, mats, tion, of course. 


@ Fast Colors @ long Wearing © Mothproof @ Strong Fibres @ Washable @ Lustrous Appearance 
LoomLore and SayLinMil Pure Linen, Handweaving Yarns 


DAVES CORDAGE COMPANY 


566 Sixth Street, San Francisco 3, California 


DEALERS: Limited 
number of dealer- 
ships now available. 
Write for further in- 
formation today. 


The Davis Cordage Company, 566 Sixth St., San Francisco 3, Calif. 


oO Please send, without obligation, your price list and color card for 
SayLinMil and Loomlore. 


DD tami d in a dealership for my busi Please send 
particulars. 


NAME 
ADDRESS. 


WEAVERS: Write for 
your color card and 
price list now. 


STATE. 


rf 
“LINEN LASTS LONGER” 


AJOT III, 4, 1949 


4 
f 
WLS 
) 
if 
I 


_ New nubby Beehive 
“Woodpecker” 
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O'Shanter “Worsted.” 
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colorful checks. 


3. Tam O'Shanter 
“Worsted” with con- 
trasting striping. 


4. Beehive “Tweed” in 
herringbone weave. 


News for your looms! 


WORLD-FAMOUS PATONS AND BALDWINS OFFER THREE SPECIAL WOOL YARNS...NEW 
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Handweavers have been begging for “‘nubby”’ 
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TELLS HOW 
You can enrich your 
therapy program by 
investigating the possi- 
bilities that our leather 
craft line offers. Write 

for this free book. 


EXCELLENT LINK IN O. T. WORK 
Occupational Therapists all 
over the country have praised 
our product. 


Many use it as the first step in their train- 
ing program. For fourteen years we have 
been concentrating on the “occupational” fac- 
tor in Therapy Training, to provide hundreds 
of handicapped people a means of adding to 
their income through the sale of finished 
leather products made from our craft kits. 
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WITH THIS 
NEW INEXPENSIVE 
LOOM 


This healthy, pleasant 
activity is now easier to 
teach and easier to learn 
at home than ever before. 
This assembled loom kit, 
contains a loom with a 
luncheon set already 
started on it, all 
equipment and supplies 
needed to finish it. Ideal 
for beginners and ama- 
teur weavers. 


A COMPLETE 
OUTFIT 


with a table runner already 
started on the loom, plus yarn 
to finish. Here is the Lily 
Weaving Kit that will start 
you off on years of enjoy- 


51915, 


COMPLETE 


Loom Specifications 


Overall width 18”. ‘= 
Overall depth 15”. 
Height 15”. 

Weaving width 12”. 
288 metal heddles. 

12” steel reed, 12 dents 
to the inch, weave up 
to 24 ends to the inch. 
Metal ratchets on both 
ends of the beams. 
Positive, easy shedding 
action, with wide shed. 


Lily Mills, who manufacture weaving yarns and hand 
weaver’s supplies, have created this practical loom and 
kit as a result of months of research and development by 
experts, to afford the beginner an easy, inexpensive way 
to learn hand weaving. 


1. Loom complete and in working order, warped with 
enough yarn to weave 4 luncheon place mats and a cen- 
ter piece, all necessary yarn for filler and the weaving 
on the first piece started—with COMPLETE DIREC- 
TIONS FOR FINISHING. 


2. Two flat shuttles. 


3. Warping pegs for making other warps for weaving a 
variety of projects. 


4. A reed hook for threading. 

5. Complete book of directions for making a number of 
different articles, luncheon sets, napkins, stand covers, 
runners, cocktail napkins, fingertip towels, men’s wool 
scarves and the like. 


6. Complete set of yarn samples and illustrated catalog. 


LILY MILLS COMPANY, Dept. N, SHELBY, N. C. 
Check or Money Order[]) C. 0. D. J You SAVE when payment accom- 


panies order. Postage and C.O.D. 
Please send me Parcel Post fees are added to C.O.D. orders. 


1 Complete Lily Weaving Kit as described above, $18.75 
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JULY - AUGUST 1949 


The Patient’s View of Occupational Therapy* 
JAY W. FIDLER, JR. M.D. 


The patient who comes to occupational thera- 
py is not a dissected schizophrenic or a dead 
manic-depressive. The individual that you work 
with is a living, acting and reacting person who 
has, within his framework, a given type of 
pathology. As a living individual he has some 
opinions and attitudes toward the situation he 
encounters in occupational therapy. These at- 
titudes are to some degree conscious and to 
some degree unconscious. It is the thesis of 
this paper that these conscious and unconscious 
attitudes and opinions constitute the way the 
patient views your endeavor, and determine the 
manner and degree to which you can treat his 
psychotic or neurotic reaction. 


PHASES OF PSYCHIATRY 


The occupational therapy literature contribu- 
ted by psychiatrists almost unanimously con- 
tains a history of the development of the pro- 
fession as its starting point. We can forgo such 
factual history for the present purpose since you 
are all so thoroughly indoctrinated. In order to 
maintain something of the pattern, however, | 
would like to begin with a short interpretative 
history of psychiatry and of psychiatric occupa- 
tional therapy. This should contribute some- 
thing to your understanding of some of the im- 
plications of the patient's view of occupational 
therapy as outlined in the present paper. To 


*Read at the Institute following the 1948 convention 
of the American Occupational Therapy Association 
by Jay W. Fidler, Jr., M.D., Psychiatrist, Veterans’ 
Administration Mental Health Clinic, Newark, N.J., 
and Rutgers University, New Brunswick, N.J. 
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simplfy and abbreviate this task, each of the 
fields will be broken into three main phases. 


The living organism tends first to avoid the 
unusual or annoying situation. So it was with 
the first approach to the psychiatric problem. 
For the most part criminals, psychotics and men- 
tal defectives were grouped together and ban- 
ished. In many instances this banishment was 
to a closed institution, but removal to the remote 
world was just as acceptable. In the early years 
of our own colonies it was reportedly a common 
practice for one community to deposit its men- 
tal and psychiatric defectives on the door step 
of a remote community in the middle of the 
night. The rationale for such handling could 
only be to make life as easy as possible and as 
free from annoyance as possible for the remain- 
der of the population. 


When we see that the problem is too big or 
our method of banishment inadequate, the next 
step is to inspect the annoyance more closely to 
see of what it is made. This was done by grad- 
ual steps throughout the centuries. First the 
criminals were segregated and handled separate- 
ly. Later the mental defectives were segregated 
and finally there was an intense inspection of 
the remainder, the lunatics. This phase was epit- 
omized in the work of Kraepelin who pointed 
out that there are appreciable differences of an 
understandable nature among this one group 
called lunatics. This categorizing has the na- 
tural consequence of producing more accurate 
segregation and classification as well as attempts 
at treating each category in its own particular 
manner. It becomes no longer acceptable to 
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treat all social deviates alike, but requires special 
handling of each subdivision. It is immediately 
seen that this adds considerably to the complexi- 
ty of the problem. 

In all sciences the stage of definition is fol- 
lowed by attempts to master the problem. This 
requires understanding the cause and effect re- 
lationships in the field. It requires the close 
inspection of individuals as well as groups. In 
psychiatry the psychoanalytic and the various 
“dynamic” approaches are the theoretical struc- 
tures whereby we attempt to understand as well 
as investigate these cause and effect relations. 
The term “‘reaction’”’ characterizes the diagnostic 
approach here and also influences the treatment. 
It becomes apparent that each patient has some 
of his own causes and his own effects. To elim- 
inate the cause of one man’s illness or to change 
his reaction to that cause in the direction of a 
more normal reaction requires individual under- 
standing. Obviously the complexity of this ap- 
proach far outstrips that of the previous stages. 


PSYCHIATRIC OCCUPATIONAL 
THERAPY 


Now let us look for similar phenomena in the 
field of psychiatric occupational therapy. The 
initial accounts of its use indicate that it was 
considered a diversion and a recreation only. 
This is probably the humanized version of the 
more original observations that if you work 
people to exhaustion you will have less trouble 
with them. Emphasizing diversion and recrea- 
tion points to the fact that it is good for the 
ward as well as for the warden. Either version, 
however, corresponds to the initial stage of psy- 
chiatry. Less trouble is had by all if we give 
them something to do. 

In the stage of definition where the subject 
is described more accurately we should expect to 
see attempts to classify occupations. Since this 
classification is for a quite specific purpose. 
you might expect correlation between the oc- 
cupation and diagnostic category. Actually there 
are numerous attempts in the literature to cor- 
relate specific tasks or types of tasks with spe- 
cific diagnostic categories. This objective does 
not seem to have come to a full point because 
of several factors. The field of psychiatry was 
on to the third stage by the time psychiatric 
occupational therapy got professional attention, 
and professional organization. Also, an addi- 
tional complication, that this list of categories 
was not only to define occupations but in ad- 
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dition to understand a group of occupations in 
terms of a group of patients, made progress 
somewhat slower. 

The third step here as well as in the general 
field of psychiatry adds greater complexity to 
the understanding and use of the field. Cause 
and effect, as understood in psychiatry, must be 
related to cause and effect as seen in the occu- 
pationally therapeutic handling of the individ- 
ual patient. Here we are concerned with the ap- 
plication of an occupation not to a category of 
patients, but to a specific patient who reacts in 
a specific way to the occupational therapy sit- 
uation. 

A complication of great importance to the 
patient's view of occupational therapy has now 
been mentioned by the addition of one word. 
The total situation is something which the pa- 
tient sees. Since your patient is a living, acting 
and reacting person, he will respond to all that 
he sees and not only to the piece of woodwork 
with which he is confronted. At this point we 
can begin to outline what that patient does see 
in occupational therapy, and what factors will 
produce a reaction in him. A further qualifi- 
cation must always be kept in mind, however, 
how do these factors relate to the cause of the 
patients illness and to the treatment of that ill- 
ness? 


RELATION OF FACTORS 


Foremost among the factors which the pa- 
tient sees, is the task or occupation which he is 
given. This is the heart of your profession, and 
the phase about which I as a psychiatrist am 
least qualified to speak. When we try to under- 
stand the occupation of a patient in terms of 
the cause of his illness, an added barrier arises. 
Our present understanding of psychiatric dis- 
orders is such that we seldom formulate an oc- 
cupation per se as causative of illness. If we 
cannot correlate the occupation with the cause 
of disease, we can still manage to relate the 
occupation to the manifestation of the disease. 
The relation of the complexity of the task with 
mental efficiency in the patient, the extent of 
motions used with expansiveness or constriction 
of personality, and many other relations are 
known much better by yourselves than by me. 

Among the other things in the total situation 
which the patient sees are the other patients. 
These people, and it is people that we talk 
about in understanding the causes and effects 
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of psychiatric illness. What transpires between 
patients can be helpful in terms of understand- 
ing the given patient. How he views each of 
the other patients is of diagnostic significance. 
and how he therefore reacts to them may be of 
therapeutic significance. The value of studying 
these relationships is limited, however. Very 
few occupational therapists are so situated that 
they can alter the combinations of patients in 
the shop. And nothing can be done to make 
one patient behave differently for the benefit 
of another. The patient's view of other patients 
should be studied, but cannot be used as a thera- 
peutic tool to any appreciable extent. 

The last factor of the total situation which 
I wish to discuss is the patient's view of the 
therapist herself. Here again we are dealing 
with people such as our formulation says are 
related to the causes and effects of the patients 
illness. The therapist is also the most impor- 
tant person in this situation, and as such may 
be the most influential on the course of that 
illness. We recognize that personal relation- 
ships lead to reaction patterns of normalcy as 
well as of maladjustment. We also recognize 
that these reactions are then repeated in relation 
to other people with whom the patient comes 
in contact. The therapist herself is one of these 
other people so that the attitude and reactions 
of the patient to her are likely to follow some 
previous pattern. How he views her depends 
upon all he knows about her and all he thinks 
he knows about her from his experience with 
other people. 


Therapists have been aware of this last re- 
lationship in varying degrees. Many writers 
mention and others assume that the therapist 
should have a pleasing personality. She is ad- 
vised to present a pleasant and innocuous facade 
for the patient to view. Others sense a more 
complex and active relationship and therefore 
speak of gaining rapport with the patient. More 
analytically minded personnel will take note of 
the repetitive nature of this reaction to her and 
will suggest that she use the transference re- 
lationship. All of these imply that you behave 
in such a way as to influence the view which the 
patient takes of you and the shop. 

These two factors, the therapist herself and 
to a lesser extent the other patients, are the main 
concern of the present paper. Together they are 
of most interest to the psychiatrist of the illness 
and, if the basis of this treatment is psychothera- 
py, they touch his treatment most closely. It is 
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also a ground on which the therapist can make 
diagnostic as well as therapeutic observations 
of value to the psychiatrist. Accurate observa- 
tion and the selection of important features de- 
pend on the professional psychiatric training 
and experience of the therapist. 

It soon becomes obvious that there are many 
variables which determine the patient's view of 
the occupational therapy situation and especially 
of the people in it... There are individual varia- 
tions with in a given diagnostic category and 
also variations which depend upon the therapist 
as a person. As in every psychiatric relationship 
you can better evaluate a patient's reaction to 
you if you know your own self, which is know- 
ing to what kind of person he is reacting. When 
the patient's view is understood we can then 
consider in what ways to manipulate the situa- 
tion for his benefit. 


UTILIZATION OF FACTORS 


The following case may illustrate the impor- 
tance of estimating the conscious and uncon- 
scious attitudes of the patient toward you. This 
patient was a young woman in a manic psychotic 
episode. She was brought up for discussion at 
the hospital because the occupational therapist 
felt there was something out of the ordinary 
about her response to the shop. She seemed 
well behaved there and had what could easily 
be described as a good relationship with the 
therapist. Despite this she did not get involved 
in any “occupation”. Her presence seemed to 
produce resentment in the other patients and 
she continued her manic behavior on the ward 
with perhaps more energy than previously. 

A review of this patient's history and a de- 
tailed account of her behavior in the shop 
showed that the way in which she received the 
therapist was of prime importance. In her home 
she had tried hard to take over all the duties of 
her mother—presumably to gain the satisfaction 
that her mother had. When she had shown that 
she could do everything better than her mother, 
she still failed to gain the desired satisfaction. 
However, this failure we assumed was a contrib- 
uting factor to her manic reaction. In the oc- 
cupational therapy shop her behavior was easily 
understood as her attempt to usurp the position 
of the therapist just as she had tried in the case 
of her mother. She made remarks within the 
hearing of all that she had gone to college too. 
She expounded freely on her knowledge of the 
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arts and crafts employed in the shop. She seized 
every opportunity to direct the other patients 
and had to behave as she might expect the ther- 
apist to behave. 

Now it was understandable that she was in- 
gratiating to the therapist personally, that she, 
just like the therapist, did not engage in a 
special task, that her presence annoyed the other 
patients and that this repetition of an unsatisfac- 
tory experience did not improve her general be- 
havior. When it was pointed out how this pa- 
tient was using the situation to repeat a path- 
ological pattern, the occupational therapist took 
a different view of the ‘‘good” shop demeanor 
and gradually curbed it into a more realistic 
pattern. The patient viewed this therapist as a 
competitor. Knowledge of this situation could 
also be capitalized upon by the psychiatrist in 
his interviews with the patient. 

This incident, which is undoubtly redupli- 
cated frequently, illustrates the need for the 
therapist to have and to utilize a psychiatric 
understanding of the patient as he views and 
reacts to her and the shop. I repeat the phrase 
“to utilize’ because of many expressed opinions 
which emphasize that an occupational therapist 
is not a psychiatrist. A recent publication in 
occupational therapy exhorted the therapist that 
“at all times one should guard against making 
an amateur analysis of reactions or interpreta- 
tion of a patient’s performances or creations— 
This is the privilege of the psychiatrist only and 
should be assumed by no other worker.’’ Such 
a statement can have my concurrance only so 
long as the term amateur applies. It is my opin- 
ion, however, that occupational therapy is a pro- 
fession and that a therapist is obliged to utilize 
her professional thinking capacity for the bene- 
fit of the patient. It is my belief that this can 
be done without too much danger of displacing 
the psychiatrist. 


SELF - ANALYSIS 


The example cited above emphasizes the im- 
portance of the past life of the patient in deter- 
mining his approach to the occupational therapy 
situation. There are however more immediate 
factors which have their influence and which 
can be understood and manipulated by the ther- 
apist. Perhaps a survey of yourself from the 
patient’s point of view may give a glimpse of 
what the patient is reacting to and what he will 
form an attitude toward. Such an insight will 
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give more meaning to the specific actions and 
reactions of the patient. What is it that one 
patient likes, a second resents and a third at- 
tacks? 

Before the patient even meets you or your 
shop he is likely to have an opinion about you 
and perhaps a very definite opinion. This is 
aided and abetted by the method of introduc- 
tion to the shop. When a new arrival is pushed 
and shoved through an uncomfortable routine 
of examination and registration and then to a 
room labled “O.T.”, you need little else to 
guess what his initial attitude will be toward 
you and your endeavor. In contrast to this is 
the attitude of the patient who has been handled 
by everyone in the hospital as though they were 
interested in him and not in the statistics he will 
produce. In such a circumstance he may have 
been told that he will attend occupational ther- 
apy and have been given some reason for so 
doing. He will in all likelihood have a dif- 
erent view of you and the things you have to 
offer. It becomes apparent that part of what 
you mean to your patients depends on the total 
psychiatric program in which you work. 


PATIENT APPROACH 


Once the hurdles of past experience and hos- 
pital experience have been jumped our patient 
can begin a more direct evaluation of the sit- 
uation. Here we come to the factors over which 
you have some control. How do you personal- 
ly receive him? Do you have six new patients 
in the shop for three days before you get around 
to saying hello? Or do you take him by the 
hand immediately and start him on a project 
before he can do any stock-taking? Do you 
gush over him with efforts to convince him in 
advance that he will like your shop? Or do you 
let the expression on his face, the question he 
appears to have on his mind and the informa- 
tion from your prescription determine your man- 
ner of reception? 

The influence which the therapist as a per- 
son has upon the patient was rather graphically 
shown in our second case. The patient in ques- 
tion was a veteran who had been several weeks 
in attendance at a particular occupational ther- 
apy shop. At a seminar the therapist reported 
his behavior as being extremely troublesome. 
He broke all the rules with a viciousness and 
annoyed other patients and therapists. The his- 
tory of his past behavior and general hospital 
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conduct was not such that this behavior was to 
be expected. Subsequent events confirmed what 
the therapist suspected was the cause. 

When the therapist thought about her own 
conduct with the patient, she realized that some- 
thing she could not define made her feel hostile 
to him. At first she felt that her private feel- 
ings had been adequately hidden from the pa- 
tient, but his continued misbehavior gave her 
cause to question this. There remained several 
intangible aspects of this situation but it was 
easy to test her evaluation. The patient was re- 
assigned to another shop with another therapist. 
The fact that there was never any repetition of 
his misconduct seemed sufficient indication that 
the personality of the first therapist was not 
optimal for this patient. 


A first glance might lead you to condemn the 
therapist in this case as inept. To leave such an 
implication unquestioned would be an injustice. 
A thorough search would undoubtly reveal pa- 
tients who would respond in a reverse manner. 
This case only illustrates that the human per- 
sonality of the therapist will influence a patient 
and this personality is not fully camouflaged 
by a uniform. It is commendable, on the other 
hand, that the therapist can admit that she is 
not omnipotent in her shop. All of us would 
do well to recognize those patients with whom 
our personalities clash. 

Your influence is also felt in a more indirect 
manner by the way in which you conduct your 
shop. What does he have to face in the shop 
itself? Is the room so orderly that he feels he 
cannot do any work which will make dirt or 
noise? Or does this seem to be a place for horse- 
play and wanton destruction? Does he have to 
find his own way through this maze of material 
or does he get some guidance? What about the 
other people? Can they work together or must 
each one stick to his own corner? Perhaps each 
of these possibilities would be good with some 
patients. 

There are many variables about the job itself 
over which you can exercise some control. The 
method of selecting a project has many con- 
troversial aspects. If the patient in question 
has a great need to display self-reliance you 
may let him make his own choice. If he feels 
better to know that you are in control of the 
situation you may do well to settle the issue 
arbitrarily. Giving the third man a limited 
choice may put him to a task you feel will be 
good for him and still avoid pushing him 
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around. The contention that what the patient 
likes and chooses is best for him, does not ap- 
pear to be a good general rule. Especially since 
he may be under treatment because his previous 
decisions were detrimental to him. 

There remain many other things for you to 
give thought to after the project has been 
started. Some patients will be unhappy unless 
you praise their work however poor it may be. 
Others will consider you a fraud if you praise 
what they know is shoddy work. Guidance and 
advice at every step may be good for the even- 
tual product but you may incidentally arouse 
much hatred in the patient who wants to make 
his own decisions. If he is very fearful about 
making his own decisions you can minimize 
that fear by giving all the advice you can. Some 
tasks are left incomplete. Your actions will dif- 
fer depending on whether you find this is in 
defiance of you or if you find the patient is too 
much afraid that the finished product will be 
a poor one. 

All of these factors and more are your tools 
for controlling how the patient will view you 
and your shop. These are things to which the 
patient will react whether you give thought to 
the subject or not. Like all tools, these are most 
effective when they are best understood. The 
therapist who knows her shop and knows her- 
self best will be most adept at altering her be- 
havior to suit the patient. Another question 
comes up here. How do you know what type 
of handling will be best for the next patient? 


SOURCE OF PATIENT FACTORS 


As we stated earlier, some leads come from 
knowing what the patient has been experiencing 
recently. Others must come from the psychia- 
trist and a knowledge of the case history. Still 
other leads come from his present behavior, as 
he gets to know you. If the history demon- 
strates that the patient has repeatedly had a 
pathalogical reaction whenever he was in a po- 
sition of responsibility, you can guess that this 
reaction will again occur if you give him a re- 
sponsibility and do not help him with it. A 
very casual and unforceful approach might be 
best if you know that this other man has always 
reacted with negativism to any coercion by his 
family. Not all patients can be so glibly under- 
stood and anticipated however. 

Since all of our emphasis has been on the 
need to know the individual characteristic of 
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each patient and something of our own charac- 
teristics, it would be well to consider the prac- 
tical problem of how we acquire this informa- 
tion. The mere fact that the diagnosis alone is 
insufficient for this task, points up the unfor- 
tunate status of all psychiatric communication. 
No language has yet been constructed which 
will convey in a short sentence or paragraph 
all the experiences and reaction patterns of the 
patient. This is a handicap to the worker and 
an annoyance to the patient. All of you have 
seen the irritation caused by the fourth or fifth 
repetition of the usual questions when the pa- 
tient contacts the fifth worker in the hospital. 

Without such a cryptic shorthand for con- 
veying our needed information, where can we 
learn the facts? There are some rare instances 
in which the patient load of the psychiatrist is 
low enough that he can give adequate super- 
vision to the treatment of each case. In this 
circumstance most of the responsibility is as- 
sumed by the physician and he may give detailed 
instructions on what to do with the patient from 
day to day or from week to week. Such an 
abundance of psychiatrists is a rarity. 

More of you will be situated in less fortunate 
circumstances. The use of a psychiatric prescrip- 
tion form is probably the next best approach to 
the problem. The value of this varies greatly of 
course depending upon the information which 
you ask for and the time the psychiatrist can 
devote to completing the form. Other hospitals 
are so situated that patients are referred to your 
department with no information furnished so 
that all your decisions must be made on your 
own analysis of reactions and interpretations of 
the patients performance. 


For the great majority who are not located 
in the most favorable institutions there are still 
some adjuvant sources of information and guid- 
ance. Many of you can get advance knowledge 
about the patient from the staff discussions. 
Here most of the known essential facts are usu- 
ally revealed. Where it can be arranged, a reg- 
ularly scheduled conference with the ward 
physician to discuss the handling of patients 
with whom you are both familiar, will probably 
be most satisfactory. 

Unhappily there are too often instances where 
such arrangements are also impractical. The 
psychiatric knowledge of the therapist herself 
must serve in these instances for diagnostic and 
therapeutic considerations. The most thorough 
education in clinical psychiatry will be needed 
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under such conditions to make full use of your 
potentialities. It requires a professional and not 
an amateur acquaintance with the subject. 


INTEGRATION OF OBSERVATIONS 


What can we do with these observations once 
they are made? Do we just avoid pitfalls as our 
examples would indicate? Another case may 
show a way of planning your conduct to bene- 
fit the patient. In an Army hospital one of the 
patients for eight months had been diagnosed 
as a psychopath because of repeated petty thieve- 
ry and apparent asocial attitudes. A review of 
his history revealed that his pathological behav- 
ior had a definite relationship to his mother and 
his wife. His thefts occured only when one of 
the principals did something to show that they 
considered him incompetent and irresponsible. 
He had a child like approach to women accord- 
ing to all accounts of his life. 

All that we knew seemed to indicate that a 
mother subsitute could be of benefit to the pa- 
tient. His early behavior in the occupational 
therapy shop was rather aimless although he 
seemed to be childishly obedient to the thera- 
pist. His attachment was more infantile than 
the usual soldier's approach to a young girl. 
With this as a basis on which to work we con- 
jectured that the mother—presumably now rep- 
resented by the therapist—might fulfill a need 
of this patient by showing respect for his matur- 
ity and responsibility despite his apparent lack 
in this regard. In accordance with the formu- 
lation he was placed in charge of all the O.T. 
equipment to check that none was missing at 
the end of the day. Quite abruptly at this point 
he ceased his petty thievery, he offered his serv- 
ices to the sergeant and began to join in the 
group activities of the other patients. 

The response in this case was quite dramatic 
and certainly more than we expect or get in the 
average patient. It illustrates several important 
points however. If treatment had been guided 
only by diagnostic category, it is rather obvious 
that the psychopath would not be made respon- 
sible for easily stolen material. In fact it hap- 
pened that he took his responsibility quite to 
heart and since he knew all the tricks of steal- 
ing, he reduced the expected attrition of mili- 
tary supplies. 

Another outstanding point is that this ma- 
neuver depended on the therapist giving an ad- 
equate evaluation to the way in which the pa- 
tient responded to her as a person. You will 
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notice that his occupational activities were not 
mentioned. The way in which the patient 
viewed the therapist herself and how she played 
up to that concept were the decisive factors. 
The final decision had to be made by combining 
the historical and diagnostic material of the psy- 
chiatrist with the clinical observation and eval- 
uation of the occupational therapist. 

Do not misconstrue the example as a claim 
that this constitutes a cure. There are many 
other considerations necessary for such a claim. 
It is however a boon to the management of the 
case and contributes material for further under- 
standing and handling of this patient. 


EVALUATING PATIENT RESPONSES 


In addition to awareness of your own be- 
havior in handling a situation, it is helpful if 
you can evaluate the responses of the patient. 
Occasionally the psychiatrist may anticipate a 
reaction different than the one you actually see. 
He is judging the patient from an hour of in- 
terview by an elderly male physician. You are 
noticing his response of other patients. Not 
everyone will react the same under such differ- 
ent circumstances. Also we must expect that 
changes will occur in the course of active treat- 
ment. The changes which you note may aid the 
psychiatrist. He, on the other hand, may be 
able to anticipate some changes and warn you 
to expect them. Treatment and diagnosis are 
concurrent affairs in psychiatry and your assis- 
tance in both phases is a gain for all. 

The significance of the other patients in the 
treatment plan of a given individual is illustra- 
ted by this fourth case. A corporal in the Army 
was hospitalized with a chief complaint of head- 
aches. His record bore out what his conversa- 
tion implied. He had an intense hostility and 
contempt for officers but was so afraid of this 
feeling that it was almost completely repressed 
from his own awareness. We hoped to get him 
to express this hostility in a non-verbal manner 
which could then be dealt with in interviews. 
He was placed in occupational therapy where 
he was given a noisy, energetic piece of wood- 
work. It was also arranged that he would be in 
the shop at the same time that officer patients 
were at work there. 

You will not be surprised to learn that he 
always managed to work most noisily and best 
when he was close to an officer. He was several 
times noted to follow an officer who tried to 
escape the annoyance. After several days of this 
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he reported less severe headaches and he was 
somewhat easier on the officers. This behavior 
pattern and its relation to his symptom were 
utilized by the psychiatrist in his interviews and 
the patient was soon rescheduled to another 
hour to give the officers some relief. 

This last example involves a maneuver which 
should not be often used. Direct use and ma- 
nipulation of the patients in relation to each 
other as a therapeutic tool is more difficult and 
hazardous than the other procedures discussed. 
Hospital administration often prohibits easy re- 
shuffling of patients. It is also important to 
question the effect of one patient being con- 
sidered upon the other people involved. 


VALUE OF INDIVIDUALIZED 
APPROACH 

We have now seen some ways in which the 
patient may view occupational therapy. Many 
other possible views were indicated. Our em- 
phasis has been on the personalities involved 
rather than the occupation per se. We have 
hoped to point out that the occupation of the 
patient is not the only event of psychiatric in- 
terest which occurs in your shop. Our examples 
have indicated that we can miss some of our 
potentialties if we assume that one set pattern 
of approach will always be best for the patient. 
Your optimal effectiveness for treating such a 
motley collection of views is not likely to be 
encompassed by the single set pattern of a so 
called therapeutic approach. 

The alternative to a routine procedure is the 
use of all our resources to deduce the specific 
attitudes and motivations which influence the 
view which the patient will have of us. We 
want to know what behavior on our part will 
diminish the distortion of that view and what 
will accentuate it. 

These observations are not related to point 
out an additional use for occupational therapy. 
They are pointed out as reactions which do go 
on whether or not we are aware of them and 
often to the detriment of the patient if they are 
ignored. You have all probably observed that 
certain therapists do better with certain patients. 
A maternal, persuasive therapist may get a good 
response from a depressed patient who feels 
his own judgement entirely defective and wants 
to rely on a strong person. She may get no- 
where however with a catatonic who finds that 
the negativism of inactivity is the only way he 
can permit himself to rebel against his own 
persuasive mother. 
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There are several implications of these uses 
of occupational therapy. They require that psy- 
chiatric O.T. be as much a specialty of O.T. as 
psychiatry is of medicine. A good craftswoman 
who can teach pottery with facility is not the 
only requirement here. It implies that the prac- 
tice of occupational therapy is increasingly com- 
plex and individualized as it becomes more ef- 
fective, just as psychiatry has also become more 
complex and individualized as it has progressed. 

You might ask if this implies that you must 
become a psychiatrist. My answer would be 
that the professional stature of the orthopedic 
therapist is judged to some extent on her know!- 
edge of bones and muscles and how they func- 
tion. Just so should we expect the psychiatric 
therapist to know something of the functions 
of personality. The patient you are treating is 


still a functioning individual and you can bene- 
fit by understanding the patient's view of oc- 
cupational therapy. 
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The Treatment of Rheumatoid Arthritis in the 
Light of New Knowledge” 


GEORGE GREGORY HAYDU, M.D. 


I want to express my sincere gratitude for 
having been invited here to speak to you on 
the treatment of rheumatoid arthritis in the 
light of new knowledge. 

Now there is one curious fact about new 
knowledge no matter where man acquires it. He 
will not have it at variance with the old truths 
he is sure about. On the contrary, he will fuse 
the old and new together in such a manner that 
they shall create for him a greater understand- 
ing. In quite the same way, our new knowledge 
about rheumatoid arthritis will not obliterate 
what the old clinicians have gathered, but 
rather, will round out a new picture. 

All of us know that rheumatoid arthritis 
is the most vicious and crippling variety of 
joint diseases. It attacks a great many people 
and attacks them in their prime. If unchecked, 
rheumatoid arthritis can work the severest des- 
truction in the body. The delicate functioning 
elements of the joints and the tissues around 
them will be invaded and supplanted by mas- 
sive scar tissue. The muscles of the body, 


*Read before the 1948 annual convention of the Amer- 
ican Occupational Therapy Association by George 
Gregory Haydu, M.D., member of the attending staff 
at the Goldwater Memorial, Flower and Fifth Avenue 
Hospitals and of the teaching staff at the New York 
Medical College. 
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throughout, will suffer wasting and other heavy 
damage. 


DISEASE CONDITIONS 


Not so long ago it was found that all these 
massive tissue changes have their roots in wide- 
spread but tiny lesions'. These microscopic 
degenrations occur all over the musculature? 
and in the various tendons and joint cover- 
ings. Thus we must think of rheumatoid arthri- 
tis as a systemic disease which stems from a 
widespread and gradually developing process. 

There is a great exhaustion that overcomes 
the rheumatoid patient. For a long time these 
people are exposed to much stress and effort 
which precedes the onset of arthritis’. They 
do more than they have reserves for and grad- 
ually reach a point of exhaustion. This point 
is often precipitated by an infection or exposure - 
to severe weather or even being subjected to a 
profound psychological shock. 

In 1944 Selye reported* that he and his co- 
workers could produce joint and tissue changes 
in animals which were just like human rheuma- 
toid arthritis. They produced these changes by 
the injections of desoxycorticosterone, a potent 
glandular substance of the adrenal cortex. This 
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gland plays a paramount role whenever the body 
is subjected to stress”. 

Rheumatoid patients cannot utilize glucose 
adequately*. This fact and the above mem- 
tioned observations lead to a new approach con- 
cerning the rheumatoid process. We found that 
rheumatoid patients lacked the sufficient func- 
tion of a substance which is the chief energy 
donor when tissues must do quick work. The 
name of it is adenosine triphosphate. This sub- 
stance is necessary also for the utilization of 
glucose. Even more so, it is indispensable for 
the maintenance of proper muscle structure’. 

Not only do rheumatoid patients lack the 
proper function of adenosine triphosphate, but 
at the same time there is a great increase in the 
tissue’s enzymatic activity*. To put it another 
way, we found that the tissues of the rheuma- 
toid patient are in high gear, while there is a 
defection in the rapid energy supplying system. 

From all this it would follow that the funda- 
mental treatment of the rheumatoid process 
ought to be the reduction of tissue demand and 
the increase of the available adenosine triphos- 
phate. 

As the muscles contain much adenosine phos- 
phate, muscle extracts have been used for the 
treatment of rheumatoid arthritis. The patients 
benefited greatly. Similar experience was re- 
ported by Lovgren from Sweden® who used 
an adenosine preparation made from yeast. Un- 
fortunately, the offering of adenosine triphos- 
phate alone is not enough, for it is used up 
quickly by the high tissue activity 8. Some ad- 
enosine triphosphate saving can be achieved 
through the use of many glucose metabolities. 
This could account for the favorable action of 
succinates recently reported'’. 


DRUG TREATMENT 


The fact remains that without diminishing 
the high activity of tissues no amount of ad- 
enosine triphosphate will help for long. In 
this connection the treatment of rheumatoid 
arthritis with gold salts'' and more recently 
with copper salts'* will acquire new signifi- 
cance. Heavy metal salts inhibit vital enzymatic 
activities, They are often helpful in the 
hands of a good rheumatologist'* How- 
ever, these heavy metals are more indiscriminate 
in doing their work; they slow down not only 
the wheels which are in high gear but the whole 
system. Gold and copper salts are far too toxic 
and dangerous at this time’. 
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lar more elective are the drugs in the salicy- 
late, cincophen family. Ten years ago it was 
the vogue to think of them as simple analge- 
sics. Neverthless, good clinicians knew all along 
that these substances can do a great deal more 
than pain alleviation. Since 1943 we know that 
the salicylate and cincophen groups have a very 
specific inhibitory effect on enzymes which con- 
cern oxidation’. And this is not all. When 
certain pigments were injected into the skin and 
their spreading observed, it was found that the 
pigments travelled much faster in rheumatoid 
cases than in normal persons. It was found by 
Guerra'® that this undue spreading in the 
rheumatoid patient was inhibited by salicylates, 
showing again that salicylates have a more or 
less specific action against the rheumatoid pro- 
cess. To make the circle more complete, we 
may recall previous works'®*” which dem- 
onstrated that the spreading factor and the func- 
tion of the adrenal cortex are very specifically 
related. 

Here we might call to mind the use of ar- 
senical substances. These drugs have been suc- 
cessfully employed in the treatment of rheuma- 
toid arthritis by Pemberton*! and others”. 
Especially are they effective in the related con- 
ditions of bursitis, where the cacodylate com- 
pounds are almost specific™*4, It has been 
shown that arsenicals reduce the oxygen uptake 
of tissues. In a very fortunate manner this in- 
hibition is selective °°, With reasonable doses 
there is no inhibition of the vital respiration of 
the tissues. This is a great boon and can be 
turned to good advantage. 


CONSTITUTIONAL VARIATIONS 


This brings us to a related question. The 
high tissue activity in the rheumatoid patient is 
due to effort and stress. The reserves of the in- 
dividual will determine what effort might lead 
to the rheumatoid type of tissue exhaustion and 
what might not. In this respect there is a great 
deal of constitutional variation. Some fortunate 
constitutional types will practically never reach 
an end of their prolonged effort. With great 
reserves and good tissue stamina they might 
maintain a high tension, high blood pressure 
and later develop hypertrophies and sclerotic 
changes. These people are bluff and florid, 
while most persons inclined to rheumatoid arth- 
ritis are just the opposite. 

A certain solid balance of the endocrine or- 
gans is the source of the greatest reserves. As 
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a matter of fact, there is a hierarchy of glands 
in this respect**. The adrenal cortex is closest 
to the work-doing cells; the thyroid is quite 
near, too, but somewhat higher ranking. But 
the pituitary gland is king of them all. 

Now, an average rheumatoid patient has low 
blood pressure, low basal metabolism, low basal 
temperature. One is struck by the fact that de- 
soxycorticosterone, the chief substance of the 
adrenal cortex, will not help any ‘of the above 
findings and will not give the rheumatoid pa- 
tient more strength. On the contrary, it will 
make the patient worse**8. However, very 
small doses of thyroid can produce remarkable 
improvement. The dose must be very small, for 
the rheumatoid patient reacts very differently to 
thyroid, as a rule, than those corpulent people 
who take it for weight reduction. One hun- 
dredth of a grain may be enough, at times even 
too much. This empirical experience of ours is 
in good accord with recent knowledge on the 
physiological action of thyroid. It was found 
by Rowlands*® for example, that in order to 
restore the complete thyroid effect on growth 
in animals where the whole thyroid was re- 
moved, an incredibly small amount of thyroxin 
was required. Too large a dose did not do half 
as much restoration as a small optimal amount. 
All in all, thyroid must be used most carefully 
in the treatment of rheumatoid arthritis, for its 
prompting effect might constitute a stress in it- 
self. 


HIGH PROTEIN DIET 


Much recent work in biology deals with the 
turn-over of substances which make up our 
food. In all great stress and shock, almost im- 
mediately there develops an intense avidity of 
the tissues to decompose, a great inclination to 
catabolism*’. Certain enzymes of the liver 
for instance, will produce enormous amounts 
of urea in stress or in hunger*!. Starvation 
goes with the whetting of enzymatic appetites 
and with the mobilization of nitrogen**. In 
the rheumatoid state the tissues are just in such 
catabolic condition. Aside from giving them 
a slower habit of function, we can help by giv- 
ing plenty of food**. Overfeeding the rheu- 
matoid patient is most important. There is only 
one point to remember in this connection. Car- 
bohydrates are not well utilized by the rheu- 
matoid patient®. We have observed that the 
utilization of carbohydrate suffers in rheuma- 
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toid arthritis for the want of adenosine triphos- 
phate*. For this reason, protein should be the 
mainstay of an overnutritious diet. 


VARIETY OF INFLUENCES 


Up to now I have mainly spoken of drugs 
and chemical ways of altering the course of the 
disease. However, we must look farther afield. 
If rheumatoid arthritis is due to an habituation 
of the tissues to high activity and an attendant 
exhaustion, what is more conducive to stress 
and continuous effort of the body—apart from 
infection than the pressures of life? The 
stresses and anxieties of daily living can pro- 
duce rheumatoid arthritis **4 and the last war 
demonstrated this on a vaster scale than ever. 
In addition to the earlier subsumed psycho-so- 
matic rheumatism** or psychogenic arthralgia**. 
The invincible Dr. Occam's prinicple might 
well be invoked here with a malady as varied** 
and at times as elusive as rheumatoid arthri- 
tis. Let us be careful and not think it all men- 
tal. I will suggest, rather, that rheumatoid arth- 
ritis rests upon a common condition, or, to use 
an Aristotelian expression, on a common state 
of being of the person, which can be produced 
by a variety of influences. All that is necessary 
is to arrive at the state of high effort and a si- 
multaneous specific exhaustion. Such condition 
of the being can be brought about by a chronic 
infection just as well as by a prolonged psycho- 
logical stress. And so, the modification of the 
conduct of life of the rheumatoid patient should 
be an important branch of therapy, which uses 
man’s every day occupation for its purpose. 


ART OF THERAPY 


Let me make only one comment in this con- 
nection. Rest is not necessarily the proper anti- 
dote to effort and exhaustion**®. Not all ac- 
tivity is effort. The proper alternating of stim- 
ulating activity and rest is just what the good 
doctor and the good occupational therapist will 
order*”. 

If we recall now the main points of this 
paper we shall find no one specific cure for 
rheumatoid arthritis. The art of therapy is just 
the right co-ordination of the various means; 
the adroit balancing of many of them. Muscle 
extracts, adenosine phosphate, succinates, gold 
salts, copper salts, salicylates, cincophen, arsen- 
icals, thyroid, overfeeding and carbohydrate re- 
striction, elimination of the causative factors, 
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the proper rhythm of activity and rest, contin- 
uous occupational therapy, these all have their 
specific uses. If done with good clinical insight, 
the rheumatoid process can be checked and re- 
versed. A destroyed cartilage will not be re- 
created this way; still, we possess a great armo- 
ry of methods for reconstruction and they must 
be borne in mind constantly*'. 


Just as rheumatoid arthritis presents an in- 
sensible gradation of conditions and complaints, 
from fleeting discomfort to a crippling disease, 
so must the skillful physician apply the various 
methods to fit the particular case. By doing so, 
even without a specific cure, rheumatoid arthri- 
tis can be treated successfully. 


BIBLIOGRAPHY 


1. Klinge, F. and Grzmek, N.: Virchows Arch. f. 
path. Anat., 284, 646, 1932. 

2. Steiner, G., Freund, H. A., Leichentritt, B. and 
Mann, M. E.: Am. J. Path., 22, 103, 1946. 

3. Howitt, F. D. and Christie, W. F.: Lancet, 2, 
1282, 1931. 

4. Selye, H., Sylvester, O., Hall, C. E. and LeBlond, 
C. P.: J. Am. Med. Assoc., 124, 201, 1944. 

5. Selye, H.: J. Clin. Endocr., 6, 117, 1946. 

6. Pemberton, R. and Foster, G. L.: Arch. Int. 
Med., 25, 243, 1920. 

7. Szentgyorgyi, A.: Chemistry of Muscular Con- 
traction, 1947, p. 78. 

8. Haydu, G. G. and Wolfson, A. H.: To be pub- 
lished. 

9. Lovgren, O.: Acta Med. Scand., Suppl. 163, 1, 
1945. 

10. Szuch, M. M.: Ohio State Med. J., 43, 1001, 
1947. 

11. Forestier, J.: Bull. Soc. Med. Hop. Paris, 44, 
323, 1929. 

12. Forestier, J. and Certonciny, A.: Rev. Rhum., 14, 
271.1947. 


13. Binkley, F., Ward, S. M. and Hoagland, C. L.: 
J. Biol. Chem., 155, 681, 1944. 

14. Dawson, M. H., Boots, R. H. and Tyson, T. L.: 
Trans. Assn. Am. Phys., 56, 330, 1941. 

15. Freyberg, R. H.: Proc. Staff Meet. Mayo Clin., 
17, 534, 1942. 

16. Short, C. L.: Bull. New Engl. Med. Center, 4, 
31, 1942. 

17. Lutwak-Mann, C.: Biochem. J., 36, 706, 1942. 

18. Geurra, F.: Science, 103, 686, 1946. 

19. Menkin, V.: Am. J. Phys., 129, 691, 1940. 

20. Freed, S. C. and Lindner, E.: Am. J. Phys., 134, 
258, 1941. 

21. Pemberton, R.: Arthritis and Rheumatoid Con- 
ditions, 1935, pp. 351-352. 

22. Haden, R. L.: Proc. Interest. Postgrad. Mead Assn. 
N. Am., 1936, p. 254. 

23. Haydu, G. G.: Arthritis Lectures, N. Y. Med. 
Coll. 1943. 

24. Pelner, L.: Indust. Med., 13, 826, 1944. 

25. Banga, I. and Szentgyorgi, A.: Biochem. Zeitsch., 
246, 203, 1932. 

26. Gordon, J. J. and Quatel, J. H.: Nature, 159, 
97, 1947. 

27. White, A.: Bull. N.Y. Acad. Med., 24, 26, 1948. 
28. De Gennes, L., Mahondeau, D. and Bricaire, H.: 
Bull. Soc. Med. Hop. Paris, 63, 532, 1947. 

29. Rowlands, I. W.: J. of Endo., 4, 305, 1945. 

30. Peters, J. P.: Am. J. Mea., 5, 1, 1948. 

31. Krebs, H. A.: Biochem. J., 36, 758, 1942. 

32. White, A. and Dougherty, T. F.: Endocrinology, 
41, 207, 1947. 

33. Pemberton, R. and Scull, C. W.: Ann. Rheu. 
Dis., 3, 42, 1942. 

34. Cecil, R. L.: Med. Clin. North Am., 29, 566, 
1943. 

35. Halliday, J. L.: Ann. Int. Med., 135, 666, 1941. 

36. Boland, E. W. and Corr, W. P.: J. Am. Med. 
Assoc., 123, 805, 1943. 

37. Wright, H.: Ann. Rheu. Dis., 6, 204, 1947. 

38. Ropes, M W. and Bauer, W.: New Eng. J. Med. 
233, 592, 1945. 

39. Bartley, S. H., and Chute, E. Fatigue and Im- 
pairment in Man, 1947. 

40. Blodgett, M. L.: Occup. Ther., 21, 277, 1942. 

41. Wilson, P. D.: Med. Clin. North Am., 21, 1263, 
1957. 


Infantile Paralysis- What Does It Mean to the Patient? 


THOMAS GUCKER, 3rd, M.D. 


Massachusetts Infantile Paralysis Clinics 
of the Children’s Hospital, Boston, Mass. 
and the Harvard Medical School 


“Mrs. Brown, your son has infantile paraly- 
sis.” Suppose the doctor said this to you, what 
questions would race through your mind? 
Wouldn't you ask yourself whether your child 
would live? Would he have to be put in an 
“iron lung’? Will his hands and arms be par- 
alyzed? Could he ever walk again? Would he 
be a cripple for life? This fearful experience is 
occurring to more and more parents each year as 
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poliomyelitis continues in unrelenting epidem- 
ics. Furthermore, because of greater publicity, 
even adolescents and older children are begin- 
ning to know of this dread disease. Conse- 
quently, not only their parents, but more and 
more patients are asking themselves the same 
frightening questions when they learn they have 
polio. And once an outbreak occurs, near panic 
may grip an entire community. There must be 
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an answer to this demanding problem, and the 
answer must ultimately include all aspects of 
poliomyelitis. The picture is still incomplete. 
Just how a person contracts the disease is un- 
known. There is no reliable method of pre- 
vention. Even when the infection has reached 
the central nervous system, the amount and sev- 
erity of paralysis cannot be predicted at once. 
But much is known today, and upon these facts 
we must build our defense. 


SOME CONSIDERATIONS ON THE 
NATURE OF THE DISEASE 

It is now recognized that actual infection with 
a virus of poliomyelitis is much more wide- 
spread than was realized previously. In any 
family when one member is diagnosed to have 
poliomyelitis, there is good evidence that the 
virus may well be present in practically every 
member of that family. It is likewise probable, 
that in time the virus is widespread in any com- 
munity where there are more than sporadic 
cases. Yet as Aycock has emphasized, the virus 
is really quite sparing of mankind in that for 
every paralytic case, it is likely that there are 
dozens of others infected with the virus but 
having few or no symptoms. Furthermore, once 
an individual has survived even a non-paralytic 
case of poliomyelitis, it is rare for a second at- 
tack to occur. Also the case fatality rate is com- 
paratively low, averaging around 5 to 10%; rel- 
atively much less than the toll of accidents, 
heart disease, and cancer. Statistically these 
facts are heartening and should do much to 
allay panic when polio strikes in a community. 

Our main concern, however, is with the in- 
dividual who becomes paralyzed, even though 
the mild and unrecognized cases far outnumber 
him. Paralysis is caused by destruction of the 
anterior horn cells in the spinal cord. Some 
cells are only temporarily put out of action and 
do recover their function. Others are irrepar- 
ably damaged and can never function again. 
The crux of the situation is the extent and dis- 
tribution of the irreparable damage. Pathologic 
studies") of fatal cases and of animals in- 
fected with the disease have shown that the vi- 
rus invades the central nervous system widely 
including parts of the cerebral cortex, the mid- 
brain, and spinal cord. Yet the symptomatology 
parallels the pathology only when a certain criti- 
cal degree of destruction occurs. Generally cer- 
tain deductions can be drawn early from a care- 
ful clinical examination of the patient. As a 
rule if a patient cannot voluntarily contract a 
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muscle three months after the onset of paralysis 
that muscle will never recover to a functional 
level. By repeated careful muscle examinations 
a fair prognosis of recovery can be made. 

In general the disease can be divided into 
three stages: the acute, the convalescent, and 
the chronic. Since the aims of treatment vary 
in the different stages, it is well to define them. 
The acute stage is the period when fever is 
present. It lasts for a varying length of time, 
usually for 5 to 9 days, during which the fever 
may subside and recur (the bactrian type). If 
paralysis occurs it does so while fever persists, 
and it is rare indeed to have paralysis progress 
once the temperature has remained normal for 
forty-eight hours. The patient then enters the 
convalescent stage or the period of spontaneous 
recovery of temporarily damaged nerve cells 
and paretic muscles. The convalescent stage for 
practical purposes lasts for about 18 months. 
In its early weeks, sometimes for several 
months the patient has pain, muscle sensitivity, 
and spasm. When significant pain and spasm 
have subsided, the patient enters the asensitive 
phase of the convalescent stage. Once the re- 
turning muscle power reaches a plateau (around 
18 months after onset) the chronic stage en- 
sues. This, however, must not be considered a 
static stage, for many deformities, producing 
further crippling, may not become significant 
until this time, and it is particularly in this stage 
that the rehabilitation program assumes para- 
mount importance. Indeed quite accurate pro- 
gnostications of the ultimate muscle recovery 
can usually be made within the first six months 
after onset, but there are so many complex fac- 
tors involved in the ultimate functional outcome 
that it’s full potentialities must be evaluated as 
the patient progresses. 


THE NATURE OF THE PATIENT 


Our next consideration is the patient himself ; 
his psychologic make-up, and something of his 
immediate environment and relationships with 
others. In 1840 Jacob Heine‘) reported the 
first sizable outbreak of poliomyelitis. Among 
his keen observations he noted that the paralytic 
patients were usually of a healthy and strong 
constitution, and this conclusion has been sub- 
stantiated throughout the years. The paradox 
remains that individuals who are generally more 
resistent to other infections are more vulnerable 
to the paralytic form of poliomyelitis. Fascin- 
ated by this aspect of the problem, Draper“) 
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and later others have attempted to ascertain 
what are the inherent characteristics of the in- 
dividual which make him susceptible. For a 
time certain constitutional traits including an- 
thropometric and morphologic characteristics 
appeared important. This approach has been 
explored by other investigators, some with con- 
firmation of and others with disagreement about 
specific constitutional factors. At the present 
time the exact characteristics are not clearly eval- 
uated. Yet it is well to remember that in gen- 
eral the patient is fundamentally of sound stuff, 
and that he is otherwise well constituted to hur- 
dle the polio barrier. There is inadequate evi- 
dence that any one psychological type is more 
susceptible to paralytic poliomyelitis than 
another. A sampling of patients suggests that, 
if anything, an extrovertive personality is com- 
moner than the introvertive. Recent studies“ 
have justified the conclusion that “muscular dis- 
ability induces no change in the basic structure 
of the personality, but accentuates the under- 
lying traits which have been determined pre- 
viously by the constitutional make-up and en- 
vironment situation.” Therefore the patient 
must be understood in the light of his previous 
environment, particularly his relation to his 
family, and associates. His previous conflicts 
and problems are apt to be aggravated by his 
fight with polio. Conversely, the better he has 
been adjusted beforehand, the better is the 
prognosis for his readjustment and rehabilita- 
tion. 


PATIENT'S REACTION TO THE DISEASE 


We turn now to the reactions of the individ- 
ual from the time that poliomyelitis is diag- 
nosed. Excluding infants and very young chil- 
dren, it is well to assume that the patient knows 
more about his illness than we think he does. 
Frequently an overheard remark by the profes- 
sional staff is misinterpreted by the patient re- 
sulting in an exaggerated concept of his dif- 
ficulties. In response to direct questioning, 
one should remember the wise counsel of Mon- 
taigne that it is not always necessary to tell the 
whole truth, but, what one says must be true. 
Since the reactions of children are quite dif- 
ferent from those of adolescents and adults, a 
separate analysis is necessary. Consider the child 
who has infantile paralysis and is taken to the 
hospital for the first time. Assuming that the 
child is conscious, the first difficulty is the fear 
of being left with a strange group of people 


AJOT III, 4, 1949 


away from the parents and home. This fear is 
aggravated by the general irritability and dis- 
comfort so characteristic of the disease in the 
acute stage. When paralysis occurs the child 
usually takes it much more in his stride than the 
adult does. In fact since the child is generally 
being treated by complete bed rest at this time, 
the seriousness of paralysis of an extremity is 
often not realized. Moreover the group in 
which the child finds himself is on restricted 
activity, and unless the upper extremities are 
severely paralyzed, the child is not hampered in 
keeping up with his mates. When he is allowed 
more freedom, the child finds out that he has 
certain limitations, and it is generally unnec- 
essary to volunteer any detailed information 
about the paralysis. As the patient reaches the 
stage of recovery when walking can be under- 
taken, the difficulties assume greater propor- 
tions. The child then attempts to do what he 
has always done to play and keep up with 
others, and finds that he cannot. Yet he will 
generally stick it out, and if uncontrolled he 
will use whatever muscles and means he can to 
do what he wants. A common complication is 
the tendency of adults to project themselves in- 
to the child and then expect the child to react 
to the situation as they themselves would. 


How then do the older children and adults 
react? First we must remember that poliomye- 
litis is known to most of these patients and usu- 
ally their knowledge is distorted and exagger- 
ated. Consequently as soon as they suspect the 
diagnosis, fears and misgivings begin. At times 
they believe they will die and conjure up mem- 
ories of an iron lung which often signifies to 
them a desperate lifesaving measure or at least 
a machine which will hold them captive indef- 
initely. If that crisis is passed, the patient may 
wait fearfully for the onset of paralysis which, 
he assumes, occurs in all cases of poliomyelitis. 
Once he realizes that any part of his body is 
paralyzed, he may begin to speculate on what 
precious former activities will be denied him 
for the remainder of his life. Usually this pros- 
pect tends to be pessimistic, and it is no wonder 
that studies of such patients in the early con- 
valescent stage have indicated a reaction of anxi- 
ety and depression. Some patients may even 
contemplate suicide. At one time or another 
most patients will show resentment toward their 
affliction and may query why they rather than 
some one else had to be stricken. This is most 
likely to occur when they are forced back into 
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competition with others who appear to be un- 
handicapped. Yet the drive to survive and 
compete is strong. 

The outcome of the dilemma depends on 
many factors. If the patient had previously been 
introspective and had been babyed by his par- 
ents, the family may tend to be overindulgent. 
This is to be condemned for it can readily force 
the patient to become a psychologic cripple de- 
pendent upon others even for things he could 
do for himself. If the former psychologic type 
was extrovertive, and he had been adequately 
adjusted to the usual situations of his age group, 
there is a strong possibility that the patient will 
overcompensate and overreact to the demands 
put on him. This may result in an aggressive, 
dominating response which may o’er leap itself. 
All variations between these two are found. 

Even the patients who come through with no 
significant residual paralysis must be consid- 
ered. Pathologically it has been shown that the 
virus invades parts of the cerebral cortex even 
though there are no obvious signs or symptoms 
of involvement of this portion of the central 
nervous system. By electroencephalography ab- 
normal tracings have been demonstrated in a 
high percentage of patients under 14 years of 
age during the early convalescent stage“) 
These abnormalities generally tend to improve 
by the end of the first year after onset, but oc- 
casionally they may persist for years. The evi- 
dence is only suggestive, but it fits in well with 
the clinical observations that emotional distur- 
bances and irritability are very common during 
the first year after onset even when no paralysis 
has been recognized. In one study‘? 38% 
of the patients presented sufficient behavior 
problems to cause the parents to seek assistance. 
Again one must consider the over-all picture 
and not ascribe such abnormalities entirely to 
the effects of the virus upon the central nervous 
system of the host. Undoubtedly the nature of 
the patient's own reaction to his illness and the 
way he is treated by all who are with him dur- 
ing convalescence are of the utmost importance. 
A common example is the child who has limita- 
tions put on his activities because of the need 
to avoid fatigue during convalescence. The 
child meanwhile is resuming his usual activities 
with his playmates. He feels well and sees no 
reason why he can't try to do everything others 
do. He rebels against curtailed activities, en- 
forced rest periods, and other parts of his treat- 
ment program. Many behavior problems can 
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easily result from improper management of the 
patient during this period. 


COMMENTS ON THE SPECIFIC 
APPROACH TO TREATMENT 


It is not the purpose of this paper to describe 
the details of treatment of poliomyelitis, and 
the reader is referred elsewhere for this infor- 
mation‘®7 891%. Rather the emphasis is placed 
upon the ‘man in the disease” (Draper), and 
his reactions to the various stages of his re- 
covery. In no other branch of medicine is it 
more important to consider the patient as a 
whole which must also include the interaction 
of the patient and all who assume the great re- 
sponsibility of his care and treatment. To treat 
Peter Brown who has paralysis, not simply a 
“polio”, requires a careful analysis of medical, 
orthopedic, and psychological factors as they 
apply to Peter Brown specifically. To accom- 
plish adequate overall treatment there must be 
co-ordinated teamwork. Ideally this encom- 
passes the doctors, the nurses, the physical ther- 
apists, the occupational therapists, the school 
teachers, the social workers, and except for Peter 
himself, most important of all, his parents and 
immediate family. At least all of these aspects 
of treatment must be included and co-ordin- 
ated. It is essential that each one participating 
in the treatment program understand the basic 
problems and the particular steps in attaining 
the desired goal, namely, a well-adjusted, ade- 
quate member of society who may well have 
limitations, but should not be a handicapped 
cripple. 


In the acute stage while fever persists, the 
principal objectives are medical ; to save life and 
to give supportive treatment as in any systemic 
febrile illness. But the patient must be treated 
as an individual, and especially if he is a child, 
the fears of separation from home and parents 
must be allayed. Remembering Montaigne’s 
comment, it pays to be honest and whenever 
necessary to prepare the child for every unex- 
pected or unfamiliar procedure. Rapport must 
be established as soon as possible, and a few 
extra moments spent in gaining the patient's 
trust and co-operation will be repaid a thou- 
sand fold in subsequent progress. Explanations 
of what is to happen should be direct, easily 
understood, and should prevent undue anxiety. 
As the therapist becomes more familiar with the 
patient as an individual, the complexity and 
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tenor of explanations can be adjusted to suit 
the case. 


It is wiser to let the patient find out many of 
the implications of his paralysis, than to at- 
tempt to anticipate subsequent deficiencies upon 
which he can brood. Improvement is to be ex- 
pected even though the paralysis is extensive. 
It is seldom advisable to make absolute state- 
ments that he cannot do this or will never be 
able to do that. This is particularly important 
during the early convalescent stage. However, 
as soon as muscle and functional tests allow a 
reasonable prognosis of future disabilities, and 
limitations, the emphasis should be shifted. Re- 
covery takes time, but that in itself is fortunate 
because insight into the real meaning of paral- 
ysis comes gradually and not as a sudden blow. 
By this time the patient himself may sense that 
he will never be able to walk without apparatus, 
and if the question is asked specifically an hon- 
est answer should be given. But as soon as pos- 
sible the emphasis should be placed on what he 
can do, and not on what he cannot do. While 
the painstaking and lengthy period of muscle 
re-education is progressing, attention should 
also be directed toward the active use of the 
mind and unaffected extremities. Interest must 
be developed to take the patient out of himself 
and to direct his attention toward other people 
and things. He must be carefully evaluated as 
to his intellectual, temperamental, physical, and 
functional capabilities. Then only can reason- 
able goals of attainment be set, and he must be 
stimulated to attain these goals, often by com- 
petition with others similarly afflicted. One 
should not expect the impossible, but when one 
is sure that a certain performance is within the 
patient’s potentiality, he must be made to want 
to succeed in that undertaking and not give up 
until he has. Motivation is of prime impor- 
tance, and the therapist will often require con- 
siderable imagination and ingenuity to satisfy 
the need. Above all the goal must be worth- 
while and attainable within a reasonable time. 
It is pointless to encourage a youngster to be a 


second Babe Ruth when it is obvious that he 
will never walk without braces and crutches. 
It is, however, commendable to encourage him 
to make model airplanes, collect stamps, take 
up radio; in other words to pursue natural 
bents, and develop skills which are appealing 
to his own age group so as to make him one of 
the gang. Likewise the adult must have voca- 
tional guidance and purposeful activity geared 
to his future occupational needs. Successes in 
such undertakings even if they are initially 
small, must be assured. Bolstered by these, the 
patient can later successfully face the disap- 
pointments which are imposed on him by ir- 
remediable paralysis. As he matures and finally 
reaches a plateau of functional activity, he will 
then be ready to set further goals for himself, 
goals that are within his grasp because they are 
founded upon the positive aspects of his cap- 
abilities mental and physical, and not upon the 
negative. With this approach the patient can 
face life with confidence, unflinchingly, and 
life will respond. 


BIBLIOGRAPHY 

1. Boaian, D., Poliomyelitis, Neuropathologic Ob- 
servations in Relation to Motor Symptoms. 
J.A.M.A., 134; 1148, 1947. 

2. Heine, J., Beobachtungen ueber Laehmungszust- 
aende der unteren Extremitaeten und deren Be- 
handlung. 

Koehler Stuttgart, 1840. 

3. Aycock, W. L., Constitutional Types and Suscep- 

tibility to Paralysis in Poliomyelitis. 

Am. J. Med. Sc., 202: 456, 1941. 

. Stanfield, C. E., Personality Repercussions of An- 
terior Poliomyelitis. A Review of the Literature. 
Am. J. Med. Sc., 213: 109, 1947. 

5. Goldbloom, A., Jasper, H., and Brickman, H. F., 
Electroencepholographic Studies in Poliomyelitis. 
J.AM.A., 137: 690, 1948. 

6 Green, W. T., Methods in the Treatment of An- 
terior Poliomyelitis. 

Post-Graduate Medicine, 1: No.5, 352, 1947. 

7. Green, W.T., Present-Day Status of Poliomyelitis. 
New England J. Meda., 238:. 73, 1948. 

8. Bennett, R. L., Adequate Care of Poliomyelitis. 
J.M.A. Ala., 18: 68, 1948. 

9. Hurt, S. P., Occupational Therapy in the Rehabili- 
tation of the Poliomyelitis Patient. 

Am. J. Occ. Ther., 2: 83, 1948. 

10. McLean, F. M., Occupational Therapy in the 
Management of Poliomyelitis. 

Am. J. Occ. Ther., 3: 20, 1949. 


The House of Delegates approved a plan of transferring membership from one state 
association to another without payment of additional dues. If you are changing to a 
position in another state, write the secretary of your local association for a transfer form. 
This will introduce you immediately to the members of the occupational therapy group 
of the state to which you are going, and will entitle you to free membership for the 
current year in the new association, provided you are paid up in the old. Transfer forms 
may be obtained by state secretaries from AOTA. 
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Occupational Therapy in Pediatrics" 


JULIUS B. RICHMOND, M.D.* and EDWARD F. LIS, M.D.** 


The growth and maturation of occupational 
therapy is reflected by your consideration of oc- 
cupational therapy in pediatrics this afternoon. 
This represents increasing recognition of the 
fact that occupational therapy is no longer a 
vocational therapy, but rather has assumed its 
position as a representative of one of the major 
medical disciplines involved in the total care of 
the patient. We are therefore no longer defen- 
sive about the role of the occupational therapist 
on our pediatric service. We have observed by 
constant example the effective role which this 
therapist plays in our total evaluation and man- 
agement of the pediatric patient. 

There are those who might, however, have a 
more limited concept of occupational therapy 
and wonder what the “occupation” of the child 
might be. Doctor Aldrich answered this query 
when he said, “Child's work is play’. Just as 
the occupational therapist concerns herself with 
the work, occupation and rehabilitation of the 
adult, she should, therefore, concern herself 
with the play and daily life activities of the 
child which are the major occupations of that 
child. Perhaps, we might add that in so doing, 
the work of the occupational therapist becomes 
child’s play. Hence for those who have had no 
experience with occupational therapy in pediat- 
rics we would like to present the program as it 
has developed in our Department of Pediatrics 
at the University of Illinois College of Medi- 
cine. 

We have observed the objectives of the occu- 
pational therapist on the pediatric service to be 
the following: 

1. to adapt the hospital to the pediatric pa- 
tient and to better adapt the pediatric patient to 
the hospital. 

2. to offer the hospitalized infant or child 
an opportunity for constructive, wholesome util- 
ization of the time spent in the hospital. 

3. to function in a specific therapeutic role 


1. Read before the 1949 meeting of the occupational 
therapists at the Tri-State Hospital Assembly, Palmer 
House, Chicago, Illinois May 2, by Dr. Lis. 
*Associate Professor of Pediatrics, **Instructor in 
Pediatrics Department of Pediatrics, University of 
Illinois College of Medicine, Chicago, Illinois. 
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in relationship to the individual patient and his 
disease process. 

4. to aid in diagnostic techniques and pro- 
cedures which the discipline of occupational 
therapy is especially qualified to provide. 

5. to serve as an aid to the psychiatric con- 
sultant in both diagnosis and therapy. 

In this presentation we will elaborate upon 
the fulfillment of these objectives. 

We are recognizing increasingly the unfavor- 
able influence which a hospital environment 
may exert upon the emotional development of 
the child. When hospitalization has become nec- 
essary, however, it is our responsibilty to see 
that the emotional trauma associated with the 
separation from the family and home is mini- 
mal. To a great extent this consists of “‘de-hos- 
pitalizing” the hospital environment. This in- 
volves eliminating the foreboding appearance 
of the ward or hospital room and by attempting 
to humanize the all too prevalent “professional 
attitudes” of hospital personnel. 

To fulfill our attempt to minimize the un- 
desirable emotional effects which occur con- 
comitant with hospitalization, the occupational 
therapist on our service has fulfilled a very im- 
portant role. To her has fallen the task of 
changing the physical appearance of the pedi- 
atric service so that it resembles something cor- 
responding to the needs of the child more ef- 
fectively. Thus, the hanging of appropriate pic- 
tures on the walls, the painting of nursery pic- 
tures on glass cubicle walls, provision of multi- 
colored bed clothing, acquisition ofcomfortable 
chairs and tables including a rocking chair for 
the nursery) and facilities for group eating and 
occasional parties have all fallen within her 
scope. As our occupational therapist has grown 
with our program, we have observed the gradual 
appearance of a canary, a fish bowl and some of 
the more domestic forms of insects and reptiles. 

To facilitate the transition from home to hos- 
pital we have found it advisable for the occupa- 
tional therapist to spend some time interviewing 
the parents and child at the time of admission 
to the hospital. This provides an opportunity 
to become acquainted with parents and child 
to determine what the habits, background, idio- 


AJOT III, 4, 1949 


te: 
ie 
irs 


syncracies and special preferences, talents or 
aptitutes of the specific child may be. This in- 
formation is recorded on a form which is pro- 
vided for the purpose and which is attached to 
the patient's chart for the information of the 
entire staff. Comments in addition to the rou- 
tine questions on this form are most desirable 
and help to permit the parents to spontaneously 
provide some information concerning the child 
which a preconceived form can never hope to 
cover fully. 

While the adaption of the child to the hos- 
pital is admittedly dependent upon the entire 
ward personnel we have found the occupational 
therapist to serve a particularly valuable func- 
tion. The opportunity to discuss the child and 
his problems provides an excellent background 
for the ward activities which are to follow. The 
occupational therapist can effectively coordinate 
information obtained with the nursing and die- 
tetic services rendered the patient. The nurses 
aides must also be acquainted with what the oc- 
cupational therapist has learned about the child 
in order that toilet habits may be retained ; that 
feeding be relatively unchanged over home con- 
ditions unless indications to the contrary exist; 
and in order that a general knowledge of the 
problems which the child faces be disseminated 
to all personnel. 

The initial interview has had considerable im- 
pact upon the parents who have appreciated the 
fact that their child is not just another “‘case”’ 
on the ward, but rather is an individual with 
developmental patterns which should be respec- 
ted. Subsequent rapport with parents has been 
greatly facilitated as a result. Their confidence 
in the hospital and staff is fortified; new pro- 
cedures are less difficult to explain, history tak- 
ing is made easier, and follow-up study is great- 
ly facilitated. So important do we consider this 
initial interview that at odd hours when the oc- 
cupational therapist is off duty, the house officer 
who elicits the medical history becomes respon- 
sible for this information, which is in reality 
an extension of the medical history. The pres- 
ence of the occupational therapist, representa- 
tives of social service, nursing and dietic staffs 
on ward rounds several times each week facili- 
tates the dissemination of information and in- 
tegrates the work of all. 

Since it is the practice on most pediatric serv- 
ices for newly admitted patients to remain in 
some form of isolation in order to minimize 
cross infection, these initial days, by virtue of 
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the separation trom the home, tend to be very 
lonesome and difficult ones for the child. We 
have therefore arranged our program so that the 
occupational therapist spends what might seem 
to be a disproportionate amount of time with 
these children, since the initial adaption—if 
properly conducted—forms the basis for a hap- 
pier, more co-operative hospital stay. During 
this isolation period the provision of familiar 
diversions such as movies, phonograph recor- 
dings, and story books—often those which the 
child brings from home—help alleviate some 
of the fears and anxieties which tend to make 
the hospital a completely ‘‘foreign’’ situation. 
As a matter of fact, we have finally broken 
through the rigid rules of asepsis prevalent on 
most pediatric services by permitting the child 
to have with him his favorite teddy bear, 
blanket, or any other object to which he has a 
strong attachment. We have observed no in- 
crease in the incidence of cross infections in 
spite of ominous warnings of those of the hos- 
pital staff who can be counted upon to resist all 
change. We do observe happier children in our 
isolation unit, however. 

Just as the adult needs constructive activities 
with which to occupy mind and body during 
convalescence, so the infant and child require 
constructive, wholesome activities not only to 
maintain the status quo, but also to serve as a 
stimulus for normal growth and development. 
It may perhaps seem absurd to think of occu- 
pational therapy for an infant, but how is an 
infant to pursue a normal pattern of increasing- 
ly complex development if appropriate stimuli 
in a secure, permissive setting are not provided? 
This ‘‘play-time” for our infants is an impor- 
tant part of our occupational therapy program; 
it provides the building blocks for normal emo- 
tional growth just as adequate dietary intake 
provides the basis for normal physical growth. 
This philisophy of providing a pleasant, loving, 
stimulating environment everflows to the entire 
staff. Nurses become better mother substitutes. 
Internes and residents become more cognizant 
of the developmental processes of the infant 
and child, and medical students profit from the 
attitudes exemplified by the entire group. As 
a result we are certain that all become potential- 
ly better parents as well as more effective pro- 
fessional people. 


For the pre-school and school age child the 
activity program must receive special consider- 
ation. The regular school program must be 
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maintained whenever it is medically indicated 
since falling behind his contemporaries is one 
of the greatest threats to the hospitalized child. 
The occupational therapy program is therefore 
correlated with the school activities insofar as 
both hours and content are concerned. In this 
program, one might inquire as to whether the 
occupational therapist fulfills a role which is 
beyond that of a volunteer ‘play lady’ which 
some economy minded hospital administrators 
have suggested. One might logically inquire 
concerning whether the training and skills of 
the occupational therapist are necessary. We 
believe there is no question about the answer. 
A ‘play lady” can no more fulfill this role ade- 
quately than a ‘‘play school’’ can justifiably sup- 
plant a well staffed nursery school which ful- 
fills its guidance function. The occupational 
therapist should come into this work prepared 
to assess the individual child, to appropriately 
observe special skills and aptitudes, and to ob- 
serve the socialization of the child in a group. 
Perhaps nothing can be so satisfying as the de- 
tection by the occupational therapist of some la- 
tent skill or aptitude in a child, the development 
of this during the hospital stay, and the coun- 
selling with the parents to provide for the con- 
tinued development of this aptitude following 
hospital discharge. In this process we perhaps 
have not only avoided traumatizing the child 
emotionally, but we may have made a really 
positive contribution to his life. 


For all children the provision of group ac- 
tivities in the hospital when medically permiss- 
ible provides an outlet for unreleased energy 
and for social experiences so essential to child 
development. We have found the evening 
hours to be the most difficult for the hospita- 
lized child and yet the most available for group 
activity. The professional understaffing so 
widely prevalent during these hours, and the 
fact that customarily these are the hours of most 
pleasurable social intercourse for the entire fam- 
ily in the home, tends to promote lonesomeness. 
We have therefore attempted to provide a pro- 
gram of quiet group activities such as story tell- 
ing, phonograph records, puzzle solving, etc. 
to constructively occupy the children during 
these hours. We have found, insofar as budget- 
ing of time is concerned, that the presence of 
the occupational therapist at these hours is de- 
sirable even at the expense of certain daytime 
hours when school is in progress and more ade- 
quate nursing staff is present. 
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While cognizant of the significant role which 
occupational therapy may play in generally pro- 
viding a more, wholesome atmosphere for the 
hospitalized child, we should not underestimate 
the specific therapeutic role which occupational 
therapy may fulfill. In this regard much re- 
mains to be learned; we are only beginning to 
realize the potentialities of occupational therapy 
in the management of the pediatric patient. 
Upon some of you will fall the responsibility 
for further elaboration of possibilities in this 
sphere. 


Practically all chronic diseases offer an op- 
portunity during convalescence for the occupa- 
tional therapist to provide specifically indicated 
therapy. This should be dynamic in nature, 
adapted to the needs of the individual child 
rather than categorically to a disease process. 
For example, we do not conceive of a specific 
occupational therapy technique applicable to all 
children with rheumatic fever. The evaluation 
of the child's background and personality, cor- 
relation with his physical status which may vary 
from day to day and from week to week, must 
all be appropriately considered. This involves 
integration of all discipline relating to the care 
of the child. Thus, compensatory activities for 
physical inactivity which are effective for one 
child may completely fail or actually create 
anxieties in another child. 


This example may be extended by mention- 
ing some additional experiences. In the child 
with eczema and intense itching we have found 
it extremely helpful in the therapy of the child 
for the occupational therapist to plan activities 
which involve the active use of both hands for 
as much of the day as possible. The effective- 
ness with which this is accomplished varies di- 
rectly with the initiative and orginality of the 
therapist. In poliomyelitis, cerebral palsy and 
other orthopedic conditions occupational thera- 
py may determine, to a large extent, the success 
or failure of a specific program of rehabilita- 
tion and re-education. The presence of the oc- 
cupational therapist on the ward for the entire 
day provides an opportunity to extend the pro- 
gram of physical therapy. In these patients the 
techniques of the occupational therapist and 
physical therapist must be coordinated in the 
interests of the patient. As a by-product each 
becomes more familiar with the disciplines of 
the other with a resultant elevation of the pro- 
fessional standards of each. Thus, it is not a 
matter of one professional service to the exclu- 
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sion of the other, but rather the integration of 
all toward the common goal of serving the pa- 
tient most effectively. In the direction of this 
program the physician is a central figure. We 
have come to recognize his prescriptions for oc- 
cupational therapy to have equal importance 
with those for active pharmacologic agents. 
Thus, the members of our house staff become 
schooled in the necessity for providing for al] 
the child’s needs adequately with the aid of this 
prescription and, in so doing, become better 
physicians. 

While commenting upon the specific thera- 
peutic value of occupational therapy in pediatric 
care, it is essential that some mention be made 
of its special role in the evaluation of the emo- 
tional development and psychotherapy of the 
child. This is one of the major spheres of oc- 
cupational therapy in any program and: its im- 
portance is amply recognized. Although Doctor 
Van derVeer will undoubtedly deal with this 
subject more adequately, we should like to men- 
tion a few of our experiences. 

The evaluation of the emotional status of the 
child may be greatly facilitated by the observa- 
tions of the occupational therapist who has had 
appropriate orientation in the emotional devel- 
opment of the child. The notes which are made 
of the child’s reactions to other children, sociali- 
zation, play habits, drawings, carvings, and per- 
sonality traits, are of considerable aid to the 
psychiatrist in extending his observations. Thus 
the child with ulcerative colitis who is observed 
to insist on the utmost cleanliness in occupa- 
tional therapy activity provides a clue for some 
of his emotional difficulties; or the observation 
of unusual hostility, excessive rivalry, all serve 
to provide better insight into the child. 

Just as these observations are of diagnostic 
import, occupational therapy may be employed 
psychotherapeutically. A generally permissive 
environment and an opportunity for self-ex- 
pression both verbally and through various tech- 
niques under psychiatric supervision may help 
the child to make a more appropriate adjustment 
to his environment. 

We must emphasize, lest there be some mis- 
interpretation, that the occupational therapist 
in no way replaces the need for the clinical psy- 
chologist in a program of total care for the 
child. Since it is impossible to obtain full psy- 
chological testing units in every hospital, how- 
ever, the occupational therapist’s observations 
when directed and interpreted by the physician 
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facilitate the evaluation of the developmental 
status of the child. This evaluation of develop- 
mental status also serves to provide more insight 
into the child’s problems and serves in some 
measure to assess the effect of the hospital and 
occupational therapy program and assists in de- 
termining the progress of the child. 

In the outpatient department the occupational 
therapist is frequently called upon for aid. The 
successful management of the chronitally ill 
child in the home may depend directly upon the 
aid provided the parents in keeping the child 
constructively occupied. This program may, in 
combination with other considerations, have a 
profound effect in keeping many children out 
of the hospital. While this is in no way sug- 
gested as a solution for the problem of limited 
hospital facilities, we do recognize the desir- 
ability, whenever possible, for maintaining the 
child in the home if appropriate provisions for 
his needs can be made. 


For this program to maintain its effectiveness, 
the entire staff must comprehend and fulfill the 
general objectives or the program fails when 
desirable objectives are verbalized but violated 
in practice. At ward rounds therefore the con- 
sideration of occupational therapy must receive 
appropriate attention; staff conference invol- 
ving all medical disciplines must include the oc- 
cupational therapy staff and its considerations. 
In return the occupational therapist should pro- 
vide a written record of pertinent observations 
both concerning the specific progress and of the 
general development of the child. We make 
this record an integral part of the medical rec- 
ord. 

We cannot, in discussing this program, re- 
frain from making some observations regarding 
the training of occupational therapists for work 
with children. We have found most to have 
had inadequate teaching and experience relating 
to child development. While formal courses in 
child psychology may have been completed, 
these are not providing a warm, practical under- 
standing of the child which makes for effective 
clinical work. This, we emphasize, not only 
because an understanding of and feeling for 
children makes professional work more effec- 
tive, but also because it enhances the personal 
growth and maturation of the individual. This 
provides a better understanding of human per- 
sonality so essential to the occupational thera- 


pist regardless of the specialized field of en- 
deavor. 
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Since the application of occupational therapy 
to pediatrics is recent, the potentialities are as 
yet unexplored. Studies of special problems, 
the development of new techniques, and evalu- 
ation of old techniques offer research possibili- 
ties for anyone with initiative and imagination. 
From such work will arise contributions des- 
tined to have a favorable effect upon the child 
and to elucidate his needs more fully. 

Lest one get the impression that an occupa- 
tional therapy program in pediatrics is beyond 
the scope of most hospitals, we should like to 


emphasize that, although our pediatric service 
exists in a teaching hospital, it is a relatively 
small service. It has the problems of integra- 
tion with other services in a general hospital 
which you all face. The space available has 
been quite limited. We have considered these 
problems a challenge rather than a handicap, 
for to wait the ideal is to remain without prog- 
ress. Where the real interest of the hospitalized 
child is concerned, an occupational therapy pro- 
gram—or a reasonable facsimile thereof—must 
necessarily develop. 


Occupational Therapy in a Children’s Hospital 
A Psychiatric Viewpoint” 


A. H. VANDER VEER, M.D. 


The occupational therapist in a modern ped- 
iatric hospital is no longer a lady bountiful 
whose only job is to keep children busy and out 
of trouble. She is, or should be, a trained par- 
ticipant in a total treatment program, the ob- 
jectives of which are the emotional, as well as 
the physical, health of the child. To take her 
rightful place in that program, she should know 
a good deal about children. She should know 
the main facts about normal emotional develop- 
ment—the process by which children become 
psychologically mature. She should have some 
knowledge of the various deviations which may 
occur in this process. She must understand the 
psychological effects on the child of illness, hos- 
pital residence and physical handicaps. Lastly, 
she must know how to apply this knowledge 
diagnostically and therapeutically in her work 
with children in the hospital. Much of this 
general background information can be supplied 
by the child psychiatrist, whose business it is to 
understand just such things. The way in which 


1. Read before the 1949 meeting of occupational ther- 
apists at the Tri-State Hospital Assembly, Palmer 
House, Chicago, Illinois, May 2, by A. H. Vander 
Veer, M.D., Associate Professor of Psychiatry, Uni- 
versity of Chicago Medical School and Director of the 
Service in Child Psychiatry at the University Clinics 
and at the Bobs Roberts Memorial Hospital for Chil- 
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this information can be utilized practically, 
must be found by the therapist herself. 
Normal Emotional Development: The per- 
sonality of the baby is exceedingly simple. He 
is merely a bundle of psychological impulses 
which clamor for satisfaction. Every infant has 
the same impulses, but they vary in their com- 
bination and strength from baby to baby so that 
each is somewhat different from all the others 
and is therefore a unique individual. These im- 
pulses are entirely self-centered in their orienta- 
tion and they demand immediate gratification. 
The baby has no knowledge of past, present or 
future, and no capacity to anticipate satisfaction. 
Because of his complete physical helplessness 
(at birth, he is the least mature of all the mam- 
mals), all his needs must be gratified by his 
mother, whose function it also is to protect him 
from discomfort or pain. To develop into the 
kind of social being who will be a useful mem- 
ber of his society, the infant must undergo a 
complicated course of development. He must 
learn to understand the world and anticipate 
the future and he must develop the capacity to 
wait for gratification. He must lose at least 
some of his self-centeredness, and develop an 
interest in other people. He must gradually 
give up his dependent helplessness and become 
capable of standing on his own feet and grati- 
fying his own needs. Most important of all, he 
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must develop self-control in a wide variety of 
areas, so that his behavior will conform to the 
normal standards which society has set for vari- 
ous age groups. 

This complicated development process can be 
schematically represented as follows: it begins 
with the formation of a very strong attachment 
to the mother who, as the principal source of 
the infant’s emotional gratifications, comes to 
play a paramount role in his life. This need 
takes the form of wishing for the mother’s love 
and praise; this becomes one of the most im- 
portant psychological goals in the infant's psy- 
che. The mother, on her side, besides gratify- 
ing the infant’s physiological impulses, comes 
to expect certain performances from him as he 
grows up; these reflect the standards which she 
acquired in her own up-bringing and also the 
standards which are current in her cultural 
group. The maturation process is thus one of 
continuous conflict between the child’s basic 
impulses and these socially imposed standards. 
In this struggle, the child’s allegiance is di- 
vided. On the one hand, he wants to retain 
his impulses in their unchanged form, and on 
the other, he wishes to retain his mother’s love 
by conforming to the requirements which she 
sets for him. His attachment to his mother is 
a level which forces him into a compromise so- 
lution of this problem. He gradually absorbs 
his mother’s standards into his conscience which 
then acts as an internal force to prohibit the 
primitive expression of his physiological and 
emotional drives; the drives which have been 
brought under control, in their turn, are allowed 
to find more socially acceptable forms of ex- 
pression, in line with what the mother will per- 
mit. If one of the mother’s requirements is 
self-sufficiency, she allows the child to gradually 
wean himself from his dependence on her, in 
this way helping him to become physically and 
psychologically independent. 

The Deviations: Such a complicated process 
results in innumerable permutations and com- 
binations. Normal development is the outcome 
of what might be called healthy conflict. In 
this case the child has received adequate love 
and protection from his parents which has both 
stimulated in him the wish to conform to their 
requests and has functioned as a suitable reward 
for such conformity. Furthermore, in setting 
their behavioral standards, the parents have 
considered the child’s abilities and wishes as 
well as their own. They have neither pushed 
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the child to grow up too fast, nor put the brakes 
on his development process. In such a situation, 
there is an optimum disparity between impulses 
and standard, which permits the child to accom- 
modate gradually and to master his impulses 
slowly. The tempo of this process is such that 
new outlets for the renounced urges can be 
found and no impulse has to be completely ex- 
cluded from expression. For example, the child 
whose toilet education has proceeded at the 
proper pace will typically develop a great in- 
terest in water and dirt as soon as he has mas- 
tered his tendencies to reflex excretion. If this 
new expression of his dirtying impulses is so- 
cially acceptable in his family, he can indulge 
them without feeling that he has had to give 
up too much, although actually he has made a 
very important step in self-control. As he de- 
velops further, more refined modes of expres- 
sion become available to him; drawing and 
painting come to replace mud pies and washing 
as interests in his life. The original drive be- 
comes diverted to goals which are more and 
more socially acceptable. Eventually the wish 
to mess becomes transmuted into the wish to 
create something beautiful. A similar course is 
pursued by the child’s destructive impulses. 
Originally they take the form of biting, kicking, 
or injuring the opponent or frustrater. As 
these primitive forms of attack are brought un- 
der control, they are replaced by fantasy attacks 
in play —cops and robbers, war games, and 
hunting. In these activities the opponent is at- 
tacked only in imagination and is not really 
hurt. Still later, the wish to destroy is changed 
into the wish to compete, which can find ex- 
pression in all sorts of games and sports, and 
in academic competition in school. Freedom to 
express aggression in such ways is highly im- 
portant in the personality suited to our present 
culture, which requires of the individual the 
capacity to compete successfully in so many 
areas: social, political and economic. 


In contrast to the situation of healthy conflict 
is that in which no conflict is allowed to de- 
velop. The child receives adequate love but the 
parents are overconcerned with his wishes and 
do not wish to “frustrate” him. They overpro- 
tect him and cater to his needs to the point 
where there is no real disparity between his im- 
pluses and the standards imposed on him. Since 
nothing is expected of the child, no maturation 
occurs and his personality remains babyish and 
demanding. Certain self-limiting factors are 
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inherent even in this process, however. The 
child's behavior develops according to Shakes- 
peare’s phrase, “The appetite grows by what it 
feeds on”. The more he gets, the more he 
wants until his demands grow to a point which 
exceeds even his parents’ indulgence. Then a 
sharp clash develops between parents and child 
in which the parents often turn upon him in a 
hostile way. He is thus faced with more con- 
flict and more frustration in the end than he 
would have experienced had restrictions been 
placed on him earlier in life. Moreover, in his 
school and social life he becomes an outcast be- 
cause outsiders will not tolerate his babyish ways. 
The fact that difficulties of this type are at pres- 
ent on the increase is partly the fault of the 
modern child psychiatrist and the pediatrician 
and partly due to popular misinterpretation of 
their recommendations. As a reaction against 
the obvious harm inflicted on infants in the 
previous generation by rigid feeding schedules 
and regimentation of all sorts, a theory of child 
rearing developed which placed the infant's 
needs in the foreground of consideration. Em- 
phasis was laid on the advantage accruing to 
the baby from a free feeding schedule, late toi- 
let training and the absence of coercive disci- 
pline. It was not pointed out with sufficient 
clarity that this scheme of things is suitable only 
for the first year or two of life. Many consci- 
entious or indulgent parents elaborated these 
specific recommendations into a general formu- 
la which they continued to apply after it had 
outgrown its utility. As a result, parents and 
pediatricians are encountering new problems, 
while the child psychiatrist sees an increasing 
number of uncontrolled children in need of re- 
striction and discipline. 

As a simple example of this type of problem in 
the making, a case involving the two sons of a young 
physician may be cited. The older child was three 
and a half while the younger was eighteen months 
old. The elder began to attack his brother when the 
latter was about seven months of age. The parents 
did not restrict these attacks. since they felt that it 
was healthy and in accord with modern pspchiatric 
teaching for the child to show his sibling rivalry. The 
problem finally increased to the point where they 
sought advice about it. Exploration of the family sit- 
uation revealed it to be an essentially healthy one, so 
the parents were advised to drastically curtail the 
child’s aggression toward his little brother, through 
the use of hard spankings if necessary. They were 
advised also to put the child to bed at a later hour 
than his brother and to give him such extra atten- 
tion as he might need after the latter was asleep. It 
turned’ out that the younger boy also had a problem 


in that he was receiving the bottle several times a 
day and once or twice at night. It was pointed out 


191 


that this child was old enough to dispense with this 
infantile feeding regime and it was suggested that 
attempts at weaning be made by the substitution of 
cold cow’s milk in a cup for the warm formula in 
the bottle. The parents were strongly advised to give - 
the child less attention at night and particularly not 
to feed him then. It was pointed out that any child 
might well exploit such a pleasant situation, to the 
detriment of his sound sleep. Since the parents were 
healthy individuals, they were able to follow the ad- 
vice that was given. A follow-up at the end of two 
months revealed that the younger child was weaned 
and was sleeping well. The sibling rivalry was also 
much less of a problem, because the baby was stick- 
ing up for his rights in a more grownup fashion. My 
records do not show whether a spanking was applied 
to the older child or not. 


Still another deviation, and the most com- 
mon type in our culture, is the result of exces- 
sive conflict. The child receives enough love 
and protection but his parents expect him to 
grow up too fast. Their ambition for him pro- 
duces too great a disparity between his impulses 
and their standards. The result of this regime 
is an Over-strict conscience in the child which 
forces him to master his impulses too suddenly 
and drastically. This process is carried out with 
such vehemence, in conformity with the require- 
ments of the parents, that the impulses are total- 
ly repressed, rather than modified. No mud 
pies or water play are permitted for such a 
child; he has to give up every expression of his 
dirtying impulses all at once. Such training 
methods produce the over-good, over-consci- 
entious, over-polite child who is a joy to his 
parents in his early years but a trial in his later 
ones. It is then that the bad effects of his early 
experience show up in the form of fears, tim- 
idity or a host of neurotic symptoms. Physi- 
ological and psychological drives can never be 
destroyed; they can only be modified or tem- 
porarily put out of circulation. Where the lat- 
ter condition is obtained, the mastered impulse 
continues to fight with the conscience for ex- 
pression and the conflict between them results 
in the formation of neurotic symptoms or char- 
acter abnormalities. A short example may illus- 
trate. 

A seven-year-old girl was referred for finicky food 
habits, constipation, anxiety dreams, poor school work 
and failure to play with other children. She would 
not eat vegetables, carefully looked over all the food 
on her plate and was methodical and overly neat in 
her habits. She would sit on the toilet every night 
for 15 or 20 minutes, singing lustily and was always 
completely constipated on trips away from home. 
Like the patient, her father worried excessively and 
had bad dreams. He always examined his food care- 
fully for dirt and hair before eating. He was meticu- 
lous in his dress and in his work as an accountant, 


making constant notes on the job. He did not socia- 
lize with other employees at all. On the father’s in- 
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sistance, this child’s toilet training was begun at six 
months of age. Two months later, when the mother 
had failed to complete training, the father angrily as- 
sumed this responsibility. His method was to place 
the patient on the toilet after every meal and to make 
her sit until she had a bowel movement. On two oc- 
casions this took four hours and the child was so 
angry at times that it was necessary for the father to 
forceably bend her knees in order to make her sit on 
the seat. Father boasted that, through the use of these 
methods, the child was ‘‘completely broken” in two 
weeks. She soiled only once subsequent to her train- 
ing, at which time she was soundly whipped. This 
child’s eating habits, her social relations and many 
of her mannerisms were a duplicate of the father’s. 
Her constipation represented an over-compliance with 
his rigid toilet training methods and was a symptom 
about which the parents were now complaining. Be- 
hind her shy exterior lay the same type of violent 
aggression as the father had shown toward her. This 
came out in her open hatred of her sister and in her 
statement that she disliked cats so much that she could 
cut off their heads with pleasure. Her anxiety dreams 
essentially expressed her fears of her own inner ag- 
gressions. 


Still another variation in development occurs 
as the result of inadequate love or completely 
inconsistent discipline. In either case, the re- 
sult is a defective conscience in the child which 
gives him only spotty or incomplete mastery of 
his infantile impulses. Without love, the child 
has no incentive to emulate his parents; without 
consistency in their attitudes toward him and in 
their requirements of him, he has only an in- 
consistent pattern to emulate. In either case, a 
hostile self-centered character is produced where 
impulses tend to be acted out immediately. 
Clinically, such cases are called delinquents or 
psychopaths. 

Another variant in emotional development is 
that condition known as psychosis. It is com- 
paratively rare in children, and its origin is so 
shrouded in mystery that it would not profit 
us to consider it today. 


The Sick Child: The psychological effects of 
illness and physical disability should be known 
to all who deal with hospitalized children. Any 
sickness which is severe or which continues for 
a long time produces a good deal of worry in 
the child. Part of this worry is acquired, like 
an infection, from the parents, who are worried, 
too, and to whose moods the child is very sen- 
sitive. Fear of painful treatment, justified or 
unjustified, adds to the sick child’s anxiety. 
Lastly, his worry may be increased by guilt if 
his parents have told him that he is to blame 
for his sickness or if he has unconsciously mis- 
interpreted it as a punishment for forbidden 
thoughts or deeds. The ubiquity of this notion 
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is shown by the frequency with which children, 
if asked, will attribute their illness to having 
been bad. If anxiety is an unpleasant result of 
illness, bed rest is often a welcome gain. Unless 
his security has been intimately dependent on 
physical activity or social contact, the child often 
welcomes the opportunity to have things done 
for him. Both anxiety and bed rest tend to 
make the personality regress to more infantile 
levels of adaption, anxiety because it uses up 
energy which is then unavailable for more ma- 
ture behavior and bed rest because of its seduc- 
tive implications. As regression continues, the 
child becomes more infantile in every way. His 
dependence on other people and his demands 
for their attention increase ; his tolerance to frus- 
tration decreases, while the anger that he feels 
when he does not get his way is less easily con- 
trolled than it formerly was. Entrance into the 
hospital tends to speed up this process. Not 
only is the child exposed to a strange environ- 
ment and to potential pain but he is separated 
from his parents who have been his greatest 
comfort and solace. He feels helpless and aban- 
doned and his anxiety is often increased by the 
hostility which he feels toward his parents for 
placing him in such a dangerous situation. If, 
to this mixture of feelings about his parents, 
loss of confidence is added because they have 
not told him the truth about his illness or about 
his entrance into the hospital, the plight of the 
child is sad indeed. The laxity or stringency 
of visiting regulations and the attitude of the 
hospital personnel can alter this psychological 
state for better or for worse. The following 
case illustrates some of the factors mentioned 
above. 


The patient, a six and one half year old girl, was 
seen in consultation at another hospital by my as- 
sistant, a woman. She had refused all nourishment 
except water since her admission twelve days pre- 
viously and her disturbed behavior led the staff to 
think that she was psychotic. She cried continuously, 
conversed with her mother when the latter was not 
present and expressed the conviction that she was 
going to die. She had become so aifficult to manage 
that she was put into a private room. Prior to her 
current illness, the patient's behavior had not been 
unusual. She had been in bed at home for the past 
six months following a diagnosis of rheumatic fever 
by her family physician. During this period her 
mother, who appeared to love her very much, had 
spent a great deal of time with her playing cards and 
other games. 

It should be mentioned that visiting regulations in 
this particular hospital were unusually strict. Parents 
were allowed to come but once a month and could 
talk with their children only through panels of glass 
so thick as almost to be soundproof. Real communi- 
cation across this barrier was possible only for ac- 
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complished lip readers. 


On psychiatric examination, the child answered 
questions readily and made good emotional contact. 
The following excerpts from the interview clearly 
peer her emotional state. ‘This hospital is awful 

ause nobody ever comes to play with me. If you 
can sit and talk with me, why can’t the nurses? No 
matter what anybody says, I won't ever eat again 
while I’m in here. The food doesn’t taste good and 
if I eat, I will have to take my pills. Those pills 
make me vomit. I think the nurses are trying to make 
me sick with them just like they do with all the kids. 
The other girls liked me at first, but now the hate me. 
My parents don’t like me either. That’s why they sent 
me to this place where I am not happy. They don’t 
even come to visit. I am afraid my mother is tired 
of taking care of me and won't want me ever to come 
home again.’”’ At this point, the patient trembled and 
began to cry silently. After the psychiatrist picked 
her up and cuddled her, she quieted down and’ con- 
tinued to talk. She admitted that she liked to pre- 
tend she was at home playing games with her mother 
but she knew this was day-dreaming. Then she said 
in a sing-song tone: “I will never go home. I will 
be here the rest of my life.” 


The girl was told that children often felt deserted 
by their parents when they were sent to the hospital 
and that this made them very mad. She denied ail 
hostility to her mother and father but went on to 
express a great deal more toward the nurses and to- 
ward her older brother for not playing with her. 
When asked if she felt it was wrong for her to eat 
(because the examiner suspected that her refusal of 
food was partly based on a self-punishing mechan- 
ism), she simply said that the psychiatrist knew every- 
thing, like Superman, but she would not elaborate. 
At this point, the nurse brought in a cup of water and 
the patient drank it. Then she asked to return to 
bed, saying that eating and drinking made her strong- 
er so she could sit up. She expressed interest in going 
back to school so that she wouldn’t be dumb, but 
otherwise, she seemed to look forward more to a 
resumption of bed rest at home than to an active life. 
She stated that she could be helped only by prompt 
discharge. She was told that this might be possible 
because the medical staff could find no evidence of 
organic disease. 


This little girl’s hunger strike is easy to under- 
stand. Prolonged bed rest, combined with the cutting 
off of social contacts at school and with increased at- 
tention from the mother, made the child increasingly 
dependent on the latter for all her gratification. She 
was placed in the psychological position of a younger 
child just as every one is when he is sick in bed. Her 
character underwent a regression, as was to be ex- 
pected. Hospitalization and the cruelly aseptic visit- 
ing procedures deprived her suddenly of her chief 
source of satisfaction at a time when she needed it 
most as a protection against expected physical pain. 
A black cloud of rage at her mother must have welled 
up in the child at this point but she could not re- 
lease this powerful emotion against its real object, 
because she was afraid of complete abandonment. If 
she were hostile to her mother (so she thought) then, 
as punishment, she might be left in the hospital for 
the rest of her life. To avoid this danger, she dis- 
placed her anger onto people who meant less to her 
and who seemed to deserve it, namely, the nurses and 
her brother. Refusal to eat was her chief weapon. 
This symptom probably also embodied self-imposed 
suffering, as her remark about Superman suggests. 
Behavior which the staff interpreted as psychotic was 
merely the acting-out of self-comforting daydreams. 
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The simplest remedy in this case was immediate 
discharge home. Fortunately, the recommendation 
could be carried out. Had a long hospital stay been 
necessary, more frequent and intimate visits a the 
parents would have been indicated (to overcome the 
fear of desertion), as well as increased attention from 
hospital personnel at the infantile level to which the 
patient had’ regressed. Her response to the psychia- 
trist’s cuddling shows how well she would have re- 
sponded to such an approach. When a secure de- 
pendent relationship had been established by such 
means, the patient could have been encouraged to 
take small steps toward independence. Indeed, she 
made such a move herself, in asking to return to bed 
from the psychiatrist's cuddling arms. When her 
need for her mother had been transferred safely to 
the staff, the child's symptoms would have disap- 
peared. 


The Handicapped Child: Anyone with a 
physical or intellectual handicap feels somewhat 
inferior to other persons because there are cer- 
tain things which he cannot do as well as they 
can. The degree of the child’s inferiority feel- 
ings, however, is more dependent on the par- 
ents’ attitude toward him than on the extent 
of his physical handicap. In other words, their 
acceptance or rejection of him and his capacities 
is reflected in his attitude toward himself. The 
inferiority feelings which are not taken care of 
by this mechanism injure the child’s self esteem 
and his wish to shine in the eyes of others and 
make him hostile to other children. The hos- 
tility may be overt or covert, but it is always 
there. It may find a healthy expression in nor- 
mal or hyper-competitiveness. On the other 
hand, if the child has been babied or criticized 
at home, he may withdraw from competitive 
activities into solitary ones or may hide his fear 
of losing under over-compensatory boastfulness. 

Applications to Occupational Therapy: It 
should be obvious that an adult can influence a 
child only in the context of a close personal re- 
lationship. The first task of the occupational 
therapist or volunteer, therefore, is to become 
the child’s friend. Every hospitalized child 
needs a substitute mother, perhaps more than 
one. The younger he is and the more helpless 
he feels, the greater is this need. In filling this 
role, the occupational therapist or volunteer has 
some advantages over other hospital personnel 
in that her activities are somewhat divorced 
from the unpleasant and painful aspects of hos- 
pital routines. To function as a substitute par- 
ent, the adult must like children and must be 
interested in them in an altruistic way. She 
must be capable of looking on each child as an 
individual and must be concerned with his pe- 
culiar needs. She must have no axes to grind 
in terms of how many wash clothes he can knit 
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or what type of reading matter she thinks he 
ought to like. On the background of this basic 
attitude, the child becomes attached as he is 
given gratification at his particular level of de- 
velopment (or regression). If he is bed-fast, 
young, or if he has regressed quite extensively, 
he may enjoy gratification only at a passive 
level. Such a child should be read to, allowed 
to listen to the radio or to see movies, or have 
things given to him or made for him. He has 
to be treated like the young child who expects 
adults to do things for him. Other children can 
enjoy more active forms of entertainment, such 
as games and crafts. The essential feature of 
all of these activities is the adult's altruistic at- 
titude. 


In her contacts with the child, the worker 
or volunteer will be presented with a great deal 
of psychological material, both verbal and be- 
havioral. Evaluating this material in the light 
of her theoretical knowledge, she will form 
more or less correct conclusions about the child's 
character, his problems and his needs. The 
younger the child is, the more important in this 
connection will be his play and his behavior, 
for play is a means of expression and commu- 
nication which becomes available to the infant 
long before he begins to use words. Accurate 
conclusions will be drawn from this material 
only if it is evaluated in terms of its meaning, 
rather than in terms of a preconceived moral 
system. For example, an adult who believes 
that masturbation is a wicked thing will not 
readily understand that a child may be engaging 
in this activity in the hospital as a defense 
against his fear of injury from a contemplated 
operation. When the worker has accumulated 
sufficient data, she should be able to reach some 
sort of diagnostic formulation. She will decide 
that one child is normal in his character, another 
has been infantilized, a third is neurotically in- 
hibited, while a fourth belongs to the unre- 
stricted or acting-out group. 


If her contact extends over a considerable 
period of time and if she has attached the child 
to her by the means already discussed, the 
worker can use this relationship therapeutically, 
by individuating her attitudes in terms of the 
child’s needs. She cannot be expected to do a 
total therapeutic job in terms of reintegrating 
a disturbed child’s character completely, but 
whatever changes she can effect will be helpful. 
With the infantilized or regressed child, the 
therapist's attitude at the beginning has to be 
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an essentially over-protective one. Such a child 
needs much praise to motivate him to activity 
and he requires a great deal of help because his 
skills are few. As he acquires proficiency in 
weaving, for example, the therapist will gradu- 
ally withdraw her help, telling the child that 
now he can do such things for himself. In this 
way he is encouraged by praise to assume more 
responsibility than the home situation allowed 
him. As his skills increase, the infantilized 
child should be given more difficult tasks to in- 
crease his self-esteem through accomplishment. 
The neurotically inhibited child must be treated 
in a different way. He particularly needs en- 
couragement to express his impulses more freely 
so that he will lose his fear of them. He can 
acquire this freedom only by easy stages, how- 
ever, and he cannot be forced into it. Pressure 
to move too fast will only cause him to recoil 
into his inhibitions again. The over-meticulous 
child, for example, needs to be put in touch 
with his impulses to smear and be dirty. At 
first he will be able to express such wishes only 
in the highly refined form of drawing with 
pencil or crayon. His interests may be switched 
to the related, but more smeary activity of paint- 
ing. When he is comfortable in this medium, 
clay may be introduced as a more primitive 
avenue of self-expression. The ultimate in free- 
dom for this child is usually enjoyment in fin- 
ger-painting. As mentioned before, it is im- 
portant not to introduce this final activity too 
early, for the child will feel shocked. Since in- 
hibited children are always afraid of their hos- 
tile wishes, they should never be reproved for 
verbal expressions of aggression; such reproof 
from adults will only increase their fear. 


Techniques which are the exact opposite of 
those employed with the inhibited child, must 
be used with those who act out. Their excessive 
freedom of expression must be brought under 
gradual control through discipline which is 
kindly but firm. Restrictions must be imposed 
before the therapist gets annoyed, or they may 
not be fair. Angry discipline, besides being 
often unfair, is usually construed by the child 
as an attack on himself which he feels justified 
in flouting. Restrictions should not be arbitrary, 
but should always be tied to realistic considera- 
tions, so that their reasonableness is evident to 
the child. For example, a boy who runs from 
one uncompleted project to another, never fin- 
ishing anything, may be told that he is using 
up more materials than the hospital can allot 
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to one child and may not be allowed to work 
on a new project until he has finished the last 
one. We often use this limitation in psycho- 
therapy with children. Again, a girl who inter- 
feres with the activities of other members of 
the group may be excluded from it until she 
feels that she can control herself better. The 
handicapped child needs to develop a sense of 
accomplishment or success and should be given 
activities that are within his limited capacity. 
Such an individual must be helped to adjust 
his ambitions to his capacities, with both thera- 
pist and child acknowledging his realistic lim- 
itations. 

The fact cannot be over-emphasized, that 
each child must be treated as an individual. 


What is sauce for the goose may be poison to 
the gander. The unrestricted child should be 
required to pick up his toys or tools; the inhibi- 
ted, over-conscientious child should be encour- 
aged to leave them lying in disorder. Planning 
an appropriate therapeutic program requires 
considerable experience and judgement. Course 
work in the emotional needs and problems of 
children should be part of the training of every 
pediatric occupational therapist, while psychiat- 
ric consultation should be available on individ- 
ual cases. With such instruction and support, 
the occupational therapist in a childrens’ hos- 
pital can perform her proper function as a mem- 
ber of the therapeutic team. 


An Analysis of Crafts In The Treatment of 
Electroshock Patients 


A. JEAN AYRES, B.S., O.T.R. 


Kabat-Kaiser Institute, Santa Monica, Cal. 


With the advent of prevelant use of electro- 
shock in the treatment of psychiatric patients, 
occupational therapy for these patients must ad- 
just itself accordingly. Whether or not creative 
arts and crafts are the modalities with which the 
therapist can best meet her well-known objec- 
tives while working with the electroshock pa- 
tient is a matter for conjecture and one which is 
deserving of much research. This paper does 
not wish to assert that crafts either are or are not 
the most suitable method of treatment. A di- 
versified and well-rounded program is, in any 
case, essential. The various kinds of group pro- 
jects, social and physical recreation, music ther- 
apy, bibliotherapy, and industrial therapy may 
all be used to the electroshock patients’ advan- 
tage. 

It is the purpose of this paper merely to sug- 
gest an analysis of crafts when used as treat- 
ment for the electroshock patient. It is not an 
analysis to determine the success in the obtain- 
ment of the theoretical objectives, but, rather, 
a thoroughly practical investigation of ap- 
proach, initial project, and continued occupa- 
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tion graded through the electroshock course. 
It is an analysis which has proven practical in 
its application over a period of eighteen months 
to psychotic and psychoneurotic patients, not 
grossly out of contact with reality, receiving 
electroshock therapy given three times weekly 
and resulting in grand mal seizures. The course 
of treatment usually included twelve to fifteen 
treatments. 

It is hoped that the information might be of 
definite and immediate value to other therapists 
working primarily with electroshock patients. 
Theoretical material helps one to establish an 
attitude and to see one’s ultimate goal more 
clearly. It is highly essential to the mainten- 
ance of a scientific approach, but there is fre- 
quently a gap between occupational therapy ac- 
tually put into practise and the theory therapists 
present to themselves. 


MOTIVE FOR ACTIVITY 
For a change, let us begin by looking through 
the eyes of the patient. When a patient is 
approached by a therapist regarding the con- 
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struction of an article, the patient first either 
consciously or subconsciously asks, “Why should 
I do this?” 

Motive is the important first step. To ex- 
plain the true and therapeutic reason is not al- 
ways either wise or helpful. There can be 
another true and worthy motive. ‘Why not 
make something to take home to your children?” 
“Is any member of your family having a birth- 
day soon?’’ “It is never too early to start Christ- 
mas gifts.’ ‘Now is a good time to stock up 
on pot holders, tea towels, place mats, ash trays 
and other articles you might need about the 
home.” 

Many a feeling of indebtedness has been am- 
eliorated by leather goods given to people who 
helped make arrangements incidental to hos- 
pitalization and other gifts to in-laws and 
friends looking after a patient's family. If there 
is an obvious and accepted reason why, the other 
needs of the patient are more easily met. 


GRADED ACTIVITY 


Next in consideration in choosing a craft is 
the condition of the patient. The proverbial 
prescription is ‘‘a stimulating project for the de- 
pressed or catatonic patient’ and vise versa. It 
has been found helpful, however, to begin a 
patient's therapy by matching the psychody- 
manics of the craft with the affective state of the 
patient. A depressed patient will find the initia- 
tiv. ..quired by the stimulating project of sten- 
ciling placemats too great for him. He will find 
solace in the soothing repetition of winding 
yarn on a frame in preparation for a dog which, 
when finished, affords considerable humor. The 
successful completion of the dog will give him 
enough initiative to tackle a more stimulating 
activity. A hypomanic will find sedative weav- 
ing ‘just too boring for words’ but will stick 
with the quickly completed task of a woven 
gimp bracelet. Because he completed his first 
task and found it enjoyable, he will be more 
apt to apply himself to a project aimed more 
directly at his needs. Thusly, the crafts can be 
graded as the patient’s ‘‘O.T. tolerance’ de- 
velops. 


Another type of grading when working with 
electroshock patients is of even greater impor- 
tance. This grading is necessitated by the or- 
ganic reaction of the patient to electroshock, 
which is the most important consideration as 
treatment progresses. Although there are in- 
dividual differences in the organic reaction, 
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generally speaking there is a clouded and con- 
fused sensorium characterized by progressive 
memory, dexterity, and co-ordination impair- 
ment, confusion, inability to do abstract think- 
ing and inability to utilize reason or imagina- 
tion. Although there may be other manifesta- 
tions of the organic reaction, those are the char- 
acteristics of greatest significance in choosing a 
craft. It is generally assumed that this is due to 
the breaking down of the neuronal patterns, 
those most recently formed being broken up 
first. The therapist can rely upon engrammes as 
treatment progresses. Frequency of needed re-in- 
struction ranges from each treatment period to 
every few minutes, depending upon the num- 
ber of treatments having been given and the 
time of establishment of those neuronal patterns 
in relationship to the shock therapy. With this 
situation in mind, one must consider the psycho- 
dynamics of the crafts. 


A patient will be able to do his best work 
upon entrance into the hospital and before his 
third or fourth treatment. His work at this time 
is, Of course, primarily dependent upon his 
needs and innate ability. Activities can be plan- 
ned accordingly. Any project undertaken in the 
beginning should be of such duration that it 
would require no longer than two weeks for 
completion. The native ability will begin to be 
impaired by that time. 


Leather work exemplifies how the psychody- 
namics of a craft must be related to the organic 
reaction to electroshock therapy. A person of 
average intelligence can assemble and lace a 
billfold with double cordova lacing before his 
third treatment. If the lacing is learned 
thoroughly before treatments begin, he may be 
able to re-learn lacing at any time during the 
course of his treatment. When a patient passes 
his sixth treatment, approximately, his memory 
is usually so impaired that double cordova 
lacing is a risk and it is often wiser to change 
to Venetian lacing, which requires less memory 
and reasoning power. Assemblage will require 
direction from the therapist, and tooling is apt 
to be poorly done. A project after this time, 
should require only line tooling (tracing the 
design many times to get a definite clear inden- 
tation without trying to raise the leather at any 
place, simple and obvious assemblage, as in a 
coin purse or keytainer, and over - and - over 
lacing, the Venetian lacing achieving a nice 
effect. 

The field of ceramics is one of the most ver- 
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satile and therefore adjustable to the capacities 
of the changing patient. Sculpturing requires 
crystalization of imagination into concrete form, 
an impossible task for the average shock patient. 
This requisite can be reduced by following a 
picture. The coil method is of such obvious 
logical sequence of repeated action, involving 
so little abstract thinking or reasoning, that it is 
well suited to the capabilities of the shock pa- 


tient up until around the tenth or twelfth treat-_ 


ment. Since this method does require more in- 
nate manual dexterity and co-ordination, it is 
not suitable except where these qualities are 
found to be above normal. 


In the press mold technique, one has, indeed, 
an indispensable project for the shock patient. 
Completion of a pleasing object is assured, ab- 
stract thinking and imagination requirements 
can be reduced to little if surface designs are 
copied and slip painted. The therapist can give 
adequate instruction with each step. The slab 
method requires too much mental visualization 
for the patient advanced in the course of his 
treatment. Mold making and plaster casting 
are too complicated to have a place in the treat- 
ment program of the average shock patient. 

Weaving, too, can be varied to meet tempo- 
rary incapabilities. Any pattern weaving has 
been found too difficult for a patient after the 
sixth treatment unless the patient has had weav- 
ing experience before shock treatment was 
started. A plain weave is usually the most sat- 
isfactory after the sixth treatment but it must 
be on a simple loom, requiring little reasoning 
for operation. The reasoning required in weav- 
ing on a cardboard frame jiffy loom, or on a 
gimp bracelet is too much for the usual patient 
after the eighth treatment, or less. 


Like ceramics, woodworking and plastics are 
versatile, ranging from a complex box for the 
before-treatment patient to a simple saw-sand- 
polish-paint-or-dye project without assemblage 
worries for the confused. It should be remem- 
bered that, psychodynamically, the simple pro- 
jects are not necessarily unsophisticated. It is 
up to the therapist to find projects requiring 
little of the qualities temporarily lacking in the 
shock patient yet meeting the sophisticated and 
unchanged tastes of the adult. These can in- 
clude rattles of dyed plastic disks, bracelets, 
buttons, pins, letter openers, and an endless 
number of simple toys for children. One suc- 
cessful toy which can be completed by the most 
confused is a train consisting of slabs of wood 
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cut to interlock. ‘‘Cars’’ are interchangable. In- 
terlocking joints allow a natural rotary move- 
ment when being pulled around a corner. 

If a design is carefully chosen for copper 
tooling, the technique will require such simple 
mental visualization that a patient who has had 
as many as his eighth treatment will be able to 
do the job satisfactorily. It requires little mem- 
ory, and directions are usually fairly easily given. 

Many of the women patients will have had 
previous experience with needlework. For this 
reason, quickly completed crocheting or knit- 
ting projects can frequently be used throughout 
the complete length of hospitalization. Because 
of the memory and skill required, these should 
not be taught, for the first time, after the eighth 
or tenth treatment. Any fine, detailed work 
such as most embroidery or swedish darning 
should be avoided since eye co-ordination is fre- 
quently involved as well as muscular dexterity. 
Rugs of large rug yarn or rags that can be cro- 
cheted with a large hook and be made up fairly 
quickly are an ideal project for the middle-age 
or older woman who invariably cannot see well 
and who crocheted in her younger days. The 
hooking of small articles, such as hot dish mats 
or chair covers is similarly successful. Errors are 
easily corrected in crocheting, an important 
point. 

Practically the same neurological set-up is en- 
countered in cord knotting. Many men have 
had previous contact with knotting in boy scout 
groups. If the knot is too involved, however, 
or the project too long, the memory require- 
ment will make the task too difficult. 


SIMPLEST ACTIVITY 


But what does the patient do after the eighth 
or tenth treatment? That, indeed, is a problem. 
What are sophisticated projects with success 
assured that require no memory, mental visuali- 
zation, or particular skill. One of the most sat- 
isfactory activities is the stringing of shells for 
necklaces. Truly attractive jewelry can be crea- 
ted by the most confused, the therapist needing 
only to fix the clasp. Combs and earrings dec- 
orated with shells can complete a set. 


Gay waste baskets can be achieved by wind- 
ing twisted crepe paper or broom cord around 
large tin cans or two tin cans soldered together 
to make a tall, stately basket. Yarn animals 
wound on cardboard circles or frames of dowel- 
ing are another project involving approximately 
the same mental processes. If the therapist has 
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the time (which is not likely) to load the 
brushes for stenciling, it can be handled suc- 
cessfully too. Otherwise, the modality better be 
kept for those just starting treatment. The craft 
can be simplified and used by the more con- 
fused patients by using woven grass mats for 
stenciling. Excess paint is not so much a prob- 
lem as it can be removed with the brush. These, 
along with the simple ceramic, wood, and plas- 
tic projects have proven to be the most satisfac- 
tory as the patient gets well along in the course 
of his treatment. 


REVERSING TREATMENT PROGRAM 


After the course of treatment is over, if the 
patient remains for continued hospitalization, 
one can reverse the graded activity from the 
simple to the complex as the confusion, mem- 
ory, and co-ordination impairment recede. It 
must be remembered that there are great indi- 
vidual differences in the organic reaction, a few 
patients apparently showing little reaction at all. 
Each patient presents an individual problem, 
but the above generalizations can be drawn. 


It may seem that, with this analysis, one 
places successful completion of a project as 
being more desirable than meeting the needs 
of the patient. That is true. One can counter- 
balance this by trying to fulfill the latter objec- 
tives through human relationships and conversa- 
tion. If a patient spends one hour in the shop 
working on a project involving much repetition 
yet engaging in a stimulating conversation about 
various points of vacation interest in the United 
States, he will, on the whole, be stimulated. 
Conversation is a powerful modality for the oc- 
cupational therapist to use in the treatment of 
all mental patients. 


Until there is more definite information on 
the neurological changes during shock and a 
more extensive psychodynamical analysis is 
made of crafts, the therapist can only use the 
ptagmatic approach to applying crafts in the 
treatment of the electroshock patient. 
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Change of address: Notice should include the old as 
well as the new address, postal zone, and should be 
mailed to the editorial office four weeks in advance of 
publication date. 
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NATIONALLY SPEAKING 


From the President 


With the Annual Meeting coming up within 
a few weeks, August 23-25th, your National 
Office Staff, Officers, and Board Members are 
looking forward to meeting you all in Detroit 
for what appears to be a very Dynamic session. 
Certainly the Michigan Association has been in- 
spired with ideas and plans to make this 1949 
Conference one of interest and opportunity for 
each and everyone. The only compensation for 
all their effort will be a large attendance. There 
is something for everyone so don’t miss being 
there. 

The commercial exhibits this year are an 
added attraction. The venture of these commer- 
cial exhibits was attempted on a small scale in 
New York last year and proved to be so pop- 
ular that there will be 21 exhibitors this year. 
You may be familiar with many of the products, 
but there will be new ones too. Also the rep- 
resentatives want to meet you, to learn of your 
needs. There will be opportunity for exchange 
of ideas. It is to our advantage to further de- 
velop the exhibit program so that it may be 
assured for future conference meetings. 

The Chairman of Recruitment and Publicity 
is Miss Susan Colston Wilson, 681 Clarkson 
Avenue, Brooklyn 3, New York. Miss Wilson 
and her committee will be working through 
your national office with the schools and the 
state and regional associations on a recruitment 
campaign. Each of the associations has been 
requested by the Speaker of the House of Del- 
egates to appoint a local chairman to work with 
the national committee. It will expedite the re- 
cruitment program if the names of your state 
association chairman can be forwarded to Miss 
Wilson and your national office promptly. It 
is estimated that our 25 U.S. schools could en- 
roll a minimum of 600 more students. 


The attrition rate for the last three years 
from a total of a few over 1200 students has 
been 40%. We thoroughly approve of Cupid 
and at this rate we must continue to supply him 
with candidates as well as supplying the hos- 
pitals and treatment centers with qualified oc- 
cupational therapists to fill the many vacancies. 
If every therapist will do their part we can 
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aitain our goal which is to fill our schools with 
students. Talk to your friends, professional as- 
sociates, and to any groups of young people 
where the story and the need for occupational 
therapy can be presented. 

If you haven't already made your plans for 
the annual meeting in Detroit please do so now. 
Besides a stimulating meeting and institute we 
keep hearing things about fun too. Do come, 
make yourself known, get acquainted and let's 
enjoy it all together. 


From the Executive Director 


At the 1949 mid-year meeting of the AOTA 
Board of Education Committee, the question 
of re-establishing a training program similar to 
the War Emergency Course was considered. The 
reason for promoting such a measure was the 
acute need for personnel not being met by reg- 
ular training courses. In view of the success 
of recruiting for the short, intensive war pro- 
gram, it was felt that there would undoubtedly 
be numbers of qualified candidates interested in 
training if such could be obtained in a shorter 
period of time and thus at less expense. 

Before presenting the question for open dis- 
cussion at the meetings, opinion polls were 
taken of school directors and other interested 
and qualified persons. This resulted in a re- 
quest for a report on the performance of the 
War Emergency Course graduates. A thorough 
study of this personnel was made and the re- 
port which follows here was prepared. Lack 
of time, and the decision against the initiation 
of another emergency course on the basis of 
other factors, prevented this report from being 
made at the meetings. It is published here be- 
cause of its interest to many and for the pur- 
pose of showing the record made by this group 
of graduates. 

A brief review of the plan and development 
of this course may be helpful in considering 
the report. Late in 1943, when an Occupational 
Therapy Branch of the Surgeon General’s Of- 
fice was established in the War Department, 
government contracts were arranged with eight 
accredited schools for the training of students 
for Army service. An extensive, ‘‘emergency” 
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course was approved by the Council on Medi- 
cal Education and Hospitals of the American 
Medical Association and by the Board of Man- 
agement of the American Occupational Thera- 
py Association. Its principal variation from 
standard training was elimination of most craft 
and skills courses and concentration on biologic 
sciences, medical subjects and the therapy of oc- 
cupational therapy. Candidates for training un- 
der this program were required to have a col- 
lege degree and proficiency in at least three 
manual skills. With this background, it was 
possible to shorten the regular, advanced stand- 
ing course of didactic training from eight 
months to four months, maintaining identical 
content in everything but skills courses. For 
this part of the training, only two or three ma- 
jor activities were taught, usually woodworking, 
weaving, or similar crafts in predominant use 
in Army hospitals. These and the skills recruits 
already possessed were supplemented by others 
in which they acquired experience in eight 
months of clinical training. 

A total of 545 graduated from the somewhat 
more than 600 students who took this training. 
It should be noted here that there was only a 
gentleman’s agreement type of understanding 
with regard to this course in that recruits were 
advised that ‘those accepting training at govern- 
ment expense would be expected to serve for 
the duration of the emergency and six months 
thereafter.”” Although this regulation was not 
enforced, there were only 32 graduates, less 
than 6%, who never held a position after com- 
pletion of training. 

The table below shows the type and amount 
of service the War Emergency Course graduates 


gave in the three years immediately following 
the war: 


Type of Service Amount of Service 

1 yr. 2yrs. 
Veterans Administration __ 57 112 45 
39 52 10 


4 
The present distribution of this personnel is as 
follows: 


Veterans Administration 151 

Total 554 


Other statistics show these facts about the War 
Course graduates: 
Resume, MTA 453 
Heads of Departments 
Instructors in OT Schools 
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In summary: 

1. Considerable service was given by the war 
course graduates, primarily to the Army — by 
and for which they were trained. 

2. With retrenchment of the Army's pro- 
gram following the war, the bulk of this per- 
sonnel entered service with the Veterans Ad- 
ministration and is still thus distributed. 

3. Three-fifths of the total number trained 
are still active in the field, an attrition rate only 
slightly higher than that for graduates of reg- 
ular courses. Well over half of those listed as 
inactive are known to be married. 

4. The active-inactive ratio among these 
graduates is three to two; approximately four to 
one of them maintain registration; and three to 
one hold membership. All figures in these re- 
spects exactly parellel those for graduates of 
regular courses. 

The war course graduates may indeed be 
proud of their record and in contemplating fu- 
ture courses of this kind—for such purposes 
and under similar circumstances—the record 
bears consideration. 


From the Educational 
Field Secretary 


Occupational therapy is rapidly becoming an 
internationally accepted profession. Other coun- 
tries have established schools of occupational 
therapy and are graduating an increasing num- 
ber of therapists each year. While the Toronto 
School and one in England have been in exis- 
tence as long as our first courses, England to- 
day has a total of five schools, Australia and 
South Africa two and one respectively. 


This world-wide expansion of the profession 
is accompanied by increasing interest in an ex- 
change of therapists and a desire on the part 
of many to practice in other countries. Simul- 
taneously, therapists are seeking professional 
status in the countries in which they are work- 
ing. The Occupational Therapy Association of 
Canada has for several years had a reciprocal 
agreement with the AOTA which admits gradu- 
ates of the Toronto School (accredited by the 
American Medical Association) to our national 
registration examination. They thus become 
eligible for active membership in our associa- 
tion. The associations of England and Australia 
also have a temporary reciprocal membership 
agreement which is in effect for a three-year 
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period and which they plan to re-evaluate at 
the end of that time. 

Inquiries regarding our investment in mem- 
bership reciprocity have been received from 
England, Australia and South Africa during 
the last year. The American association is in- 
terested in and willing to encourage the ex- 
change of therapists and to grant those coming 
to this country as much professional recognition 
as possible. The AOTA offers two types of 
membership for those not qualified to become 
active members. These are the associate and 
associate subscriber membership classifications, 
both of which afford various privileges to pro- 
fessional and non-professional people here and 
abroad. We are of course glad to have foreign- 
trained therapists express their interest in our 
organization by joining it under either of these 
classifications. 


Attaining active membership in the AOTA, 
on the other hand, is a somewhat different mat- 
ter since this status is open only to registered 
occupational therapists. To become registered, 
candidates must pass the national registration 
examination. Until now, only graduates from 
courses in occupational therapy accredited by 
the American Medical Association or approved 
by the AOTA prior to 1939 have been admitted 
to the examination. In fairness to therapists 
trained in America who must comply with this 
ruling, it seems only logical that similar require- 
ments be adopted for therapists trained in other 
countries. 


This leads to a question of vital importance, 
namely: What are some of the considerations 
with regard to the admission of foreign-trained 
therapists to our examination and threfore to 
our registry and active membership? 


1. While we accept only those who are grad- 
uates of accredited occupational therapy schools, 
it is evident that we cannot insist upon gradua- 
tion from a school accredited by the American 
Medical Association in the case of foreign ap- 
plicants. This prerequisite therefore would have 
to be made more flexible. Thus, the present 
eligibility definition could be amended to allow 
for the inclusion of schools outside of the 
United States which are accredited by their 
country’s medical association, occupational ther- 
apy association, or other qualified professional 
organization. 


2. In addition, our present system of giving 
the student's average clinical training grade a 
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weight of 20% in the total registration examin- 
ation rating could not be followed in the case 
of these applicants. Their reports no doubt 
differ from our own or may not be available at 
all. It should be possible however, to obtain 
uniform ratings on job performance of foreign 
candidates, since the form we use for this pur- 
pose can be completed by those not familiar 
with our procedures. This report could be used 
as a substitute for clinical training reports in 
those cases where a graduate has had work ex- 
prience. 

3. The only other requirement for admission 
to the registration examination is the school di- 
rector’s certification that an applicant has suc- 
cessfully completed the course of occupational 
therapy and is recommended for admission to 
the registration examination. It should be pos- 
sible to obtain this for the graduates of any of 
the established schools in other countries. 


4. Finally, any foreign occupational thera- 
pist who is interested in becoming registered 
with the AOTA should be cognizant of one im- 
protant fact before making application for ad- 
mission to the examination. The AOTA regis- 
tration examination has been built to measure 
the graduate’s theoretical and technical know]- 
edge and ability to apply these in the practice 
of occupational therapy. Therefore, the examin- 
ation measures the curriculum in American 
schools, which is planned to give a student the 
knowledge required by the working situations 
in this country. Since the working situations 
here may vary considerably from thoses abroad, 
the foreign-trained therapist's preparation may 
differ from that of our therapists. 


The occupational therapy associations of Eng- 
land, Australia and South Africa are anxious to 
extend their membership to American therapists 
on a reciprocal basis. While the AOTA can 
offer them associate and associate subscriber 
membership, several of our registration regula- 
tions would have to be adjusted to make active 
membership available to therapists from other 
countries. We believe however, that with minor 
changes, satisfactory arrangements could be 
worked out for all concerned. The Registration 
Committee will present recommendations con- 
cerning this matter to the Board of Manage- 
ment at the 1949 annual meeting. Following 
this, we hope to report to you again on this 
matter which is of interest and importance to 
us all. 
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DETROIT WELCOMES YOU 
August 20 - 27, 1949 


t 


DOW JTOWN DETROIT 


It’s about time for you to pack a few items 
in your bag and to check the tires before you 
start on your way to the convention in Detroit. 
You know you can travel by water, land, or 
air and make good connections with the ‘‘Motor 
City”. This is the last call for all OT’s. 

Every meeting of the planning committees 
has proved that the convention has much to 
offer you. Yes, if you plan to sit at home or 
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at the beach and read this issue of AJOT, in- 
stead of mingling with the rest of us at the 
Book-Cadillac in Detroit, you will be sorry. 
Yes, indeed, very sorry. ; 

Because of the interested response to the 
“jobs available’’ project last year at the New 
York convention, more attention has been given 
to it this year. Under the chairmanship of Mari- 
on Spear, Director of the School of OT at Kal- 
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amazoo, provision will made at the registration 
desk to indicate your need for a new job or for 
new therapists. In that way the committee can 
be of much greater service to you. 


The preliminary program and the news letter 
have brought you up to date on the program 
developments, and Michigan's OT’s sincerely 
hope the announcements have induced you to 
plan on attending. However, all work and no 
play makes Jill sorry she came to any city in 
the month of August. Therefore, special events, 
such as the Paul Bunyan Breakfast, Michigan 
Luncheon, Schools Dinner, Banquet, and the 
welcoming tea. This last will be held on the 
first Sunday evening, in Webster Hall (Wayne 
University Student Center) and is open to all 
OT’s who are in the city at that time. This 
means those who have come for the pre-con- 
vention meetings, those who have come early 
to see the city, and all those who live in the 
vicinity. Michigan wants you to come early, 
stay late, or somehow manage to look Detroit 
and its environs over a little. You really have 
not been to Detroit until you have been to Belle 
Isle, that island playground in the Detroit River 
between Michigan and Ontario, Canada. Tis 
said, and with authority too, that the Detroit 
River is the world’s busiest waterway, that in 
its role as gateway from upper to the lower 
Great Lakes, it carries more tonnage than any 
other waterway in the world. Much of this is 
ore from the upper penninsula of Michigan. 


Crossing over to Windsor, Canada can be 
accomplished either over or under the river. 
Just a few minutes, either way. However, the 
Ambassador Bridge, one of the world’s out- 
standing suspension bridges, affords inspiring 
views of the river, skyline of Detroit, border 
cities, and the Canadian countryside. 

When you have once oriented yourself in the 
hotel and are ready to explore a bit on Wood- 
ward Avenue, be sure to go as far north as the 
Art Center where you can visit the Institute of 
Arts, the Main Library, and, of course, the fast 
expanding Wayne University. At least two of 
the new buildings are ready for you to see in 
their strictly modern architecture. Two of our 
special events are to be held at Wayne Univer- 
sity Student Center. 


If you have more time, you should venture 
on out Woodward to Ten Mile Road where you 
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may wander through the 125 acres of the De- 
Troit Zoological Park. The illusion of natural 
habitat is very well done, but moats and irons 
bars offer protection. Just a little farther and 
you reach the famous “Shrine of the Little 
Flower. 


A short ride from the hotel, at Second and 
West Grand Boulevard, the General Motors 
Building and the Fisher Building with ‘its fa- 
mous “golden tower’’ offer hours of fascinating 
browsing. 


Out Michigan Avenue way you head toward 
Ford’s Greenfield Village and Museum, both 
havens for those interested in early American 
history. The Ford Motor Company, in this 
same area, gives conducted tours through its 
plant at specified hours. Likewise, trips can be 
arranged for other automotive centers or in- 
dustrial areas. Information will be available 
at the registration desk. 


Just a few minutes’ walk from the hotel is 
the Penobscot Building, whose top floor offers 
a bird's-eye view of Detroit. ‘Tis really a treat. 
The Penobscot is the tall building with the 
flashing light on its tower. 


Exhibits, both commercial and educational, 
promise to be more extensive than ever before. 
Although they are only one part of the entire 
convention, the exhibits alone will furnish 
enough new ideas to make your convention trip 
worthwhile. 


The institute committee has lined up a corps 
of speakers to challenge and inspire every one 
of us. The institute will afford discussion on 
administrative problems that apply to every oc- 
cupational therapist, no matter how large or 
how small her set-up is. This year the theme 
concerns all disability areas. Therefore, we 
should all attend . Let's plan to do so. 


We hope that each of you received the allot- 
ted share of pamphlets to make your trip to 
the convention a happy one. One glance at a 
map and you realize the extent of lakes in the 
Michigan area. Along with the lakes, you can 
plan your trip to include sand dunes, virgin 
forest, the Soo Locks, Indian lore, copper coun- 
try, and so many other interesting stops to add 
trimming to your convention journey. Yes, 
Michigan has a fine convention ready for you 
and lots of beautiful scenery for your enjoy- 
ment. 
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PEOPLE YOU SHOULD KNOW 


EDNA FAESER, O.T.R. 
Speaker of the House of Delagates 


FLORENCE MacLEAN, O.T.R. 
University of Illinois, College of Medicine 


Edna Faeser, a native of Monroe, Wisconsin, 
graduated from North Central College, Naper- 
ville, Illinois. Following the sudden death of 
her father on her graduation day, she assumed 
the full management of the large dairy farm. 
However, her interests and desires lay more in 
the field of humanitarian pursuits, and at the 
end of two years, she entered Presbyterian Hos- 
pital School of Nursing, Chicago. 


Edna’s nurses training was interrupted by an 
illness which forced her to return to Monroe 
temporarily, but following recuperation she was 
asked to serve as secretary-bookkeeper at Dea- 
coness Hospital, Monroe, for a few months. 
She continued in this position for seven years. 
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In September, 1936, she entered Boston School 
of Occupational Therapy, and graduating in 
1938, she accepted a position on the staff of 
Indianapolis General Hospital. 


After a short refresher course at Muirdale 
Sanitorium, Wisconsin, she started a new oc- 
cupational therapy service at Flower Mission, 
the tuberculosis unit of Indianapolis General 
Hospital. She later resigned from this position 
to establish the Department of Occupational 
Therapy and Rehabilitation at Boehne Tuber- 
culosis Hospital, Evansville, Indiana. 


When the vacancy of the position of direc- 
tor occured at Indianapolis General Hospital, 
Edna, because of ‘her ability for organization, 
was asked to return. She has held this position 
ever since. 


Interested in community organizations, Edna 
has served on the board of directors and on 
special committees of both city and county wel- 
fare associations. 


In the state occupational therapy association 
she has held various offices; in the national, she 
is a member of the Sub-committee on Clinical 
Training and the Constitution Committee. In 
1948 she served as Chairman of the Nomina- 
ting Committee. She was elected delegate for 
the Indiana Occupational Therapy Association 
in 1948, and Speaker of the House of Dele- 
gates at the annual meeting, serving as delegate 
board member. 


A thoroughly professional person, Edna is 
always willing to make her contribution to aid 
her fellow colleagues and her profession. 


NEW PRESIDENT OF MICHIGAN 
O.T. ASSOCIATION 


If you have been enjoying the excellent pub- 
licity that the Michigan Occupation Therapy As- 
sociation has been publishing to remind you of 
the 1949 convention in Detroit this year, you 
have the new Michigan president, Mrs. Frances’ 
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Mrs. Frances Herrick, O.T.R 


Herrick, to thank. In addition to all the in- 
teresting news items of the coming events and 
the attractive discriptions of the fair city of 
Detroit, Frances is also acting chairman of the 
local convention committee while Barbara Jew- 
ett is in the West for a summer school session. 

Frances Herrick was elected president of the 
Michigan Occupational Therapy Association at 
the spring meeting of that organization, May 
13, at Wayne County General Hospital, Eloise, 
Michigan. 

Definitely a Michigander, she has served as 
board member for the Michigan association for 
the past two years. During the past year she 
has been editor of the state news letter. Locally 
active in the Detroit chapter, she has been its 
president. Nationally she is a member of the 
sub-committee on clinical training. 

After several years of teaching in secondary 
schools, Frances Herrick turned to occupational 
therapy, choosing Michigan State Normal Col- 
lege, Ypsilanti. Upon completion of the course 
in 1946, she went to Goodwill Industries of 
Detroit as OTR. There she works as occupa- 
tional therapist and training director. 

As president of the Michigan Occupational 
Therapy Association she urges all OT’s to at- 
tend the 1949 AOTA Convention in Detroit 
in August. 
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SPECIAL NOTICES 


SCHOLARSHIPS AVAILABLE 
FOR GRADUATE STUDY 


A scholarship of $1500 is being given by the 
Flower Guild Players for graduate study lead- 
ing to a Masters of Arts degree at the Universi- 
ty of Southern California. Half time work plus 
the research projects involved will be done in 
the pediatric service of the occupational therapy 
department at the Los Angeles County General 
Hospital. The work is to be done in a twelve 
month period starting September, 1949. 


Credentials must be acceptable for graduate 
study at the University of Southern California 
and the final decision regarding the candidate 
chosen will be made by a committee represent- 
ing the University of Southern California, the 
Flower Guild Players, and the Los Angeles 
County Hospital. 

Applications must be sent in by August 15 
and should be sent to Professor Margaret Rood, 
Director of the Occupational Therapy Depart- 
ment, University of Southern California, Los 
Angeles 7, California. 

This notice arrived in the Journal office too 
late to be included in the June issue. There- 
fore all those interested in graduate study please 
be prompt in replying to this announcement as 
your application will be seriously considered. 


SCHOLARSHIP RECIPIENTS 
FOR N.F.I.P. COURSE 


Occupational therapists chosen for the schol- 
arships offered by the National Foundation for 
Infantile Paralysis for the University of Southern 
California course (June 20-July 16), found the 
study strenuous but stimulating. One of the re- 
cipients wrote: “.... We all keep quite busy. 
During the week we study al/ the time. Last 
weekend the crowd went down to Laguna 
Beach as Roody (Miss Margaret Rood, O.T.R) 
has loaned us her car. We are planning a visit 
to the Disney Studios, a broadcast, and the 
tickets for Kiss Me Kate arrived today. So 
you see extra-curricular hours are also filled to 
the brim. 


“Everybody is sitting around on the floor 
laboring over the clavicle and scapula, and I 
must too...” 
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The scholarship recipients are as follows: 


Arink, Doris, O.T.R.—New York State Rehabilita- 
tion Hosp., West Haverstraw, N.Y. 

Chaffee, Elizabeth, O.T.R—Community Workshop, 
Inc., 79-83 N. Main St., Providence, R.I. 

Ericksen, Helen G., 2nd Lt., WMSC (OT)—Gen'l. 
Delivery, Brooke General Hospital, Ft. Sam Hous- 
ton, Texas. 

Hopkins, Helen L., O.T.R.—OT Dept., Riley Hos- 
pital, Indianapolis, Ind. 

Jewett, Harriet B., O.T.R.—Director of OT, Wayne 
University, Detroit 1, Mich. 

Kringel, Nancy S., O.T.R—OT Dept., Bellevue Hos- 
pital, 26 St. & First Ave., New York, N.Y 

Laurencelle, Patricia, O.T.R.—O.T. Dept., University 
of Kansas, Lawrence, Kansas. 
Meyer, Frieda M., O.T.R.—Rochester Rehabilitation 
Center, Inc., 233 Alexander St. Rochester, N.Y. 
Nelson, Mary L., O.T.R.—Kalamazoo School of OT, 
Western Michigan College of Education, Kalama- 
zoo, Mich. 

Steitz, Charlottee, O.T.R.—Director of OT, The 
Foundation, Warm Springs, Ga. 

Thompson, Caroline G., O.T.R.—Director of OT, 
University of Wisconsin, Madison, Wis. 

Watson, Cornelia A., O.T.R.—Director of OT, Texas 
Scottish Rite Hospital, 2201 Welborn St., Dallas 
1, Texas. 


O.T. FOR CHRONIC PATIENT 
DISCUSSED AT MONTREAL 


VIRGINIA SCULLIN, O.T.R. 


Director of Occupational Therapy 
New York State Department of Mental Hygiene 


On May 23rd 1949 a group of 50 or more 
psychiatrists, occupational therapists and their 
guests met for the Round Table Dinner on Oc- 
cupational Therapy held during the annual con- 
vention of the American Psychiatric Association 
in Montreal. Discussion centered around occu- 
pational therapy as a palliative in continued 
treatment cases. of mental illness. Dr. Walter 
E. Barton, Sup’t., Boston State Hospital, Bos- 
ton, Mass., the Moderator and Miss Margaret 
Langley, Supervisor of OT, Provincial Mental 
Hospitals, Ontario Dept. of Health, defined the 
aims of occupational therapy with this group 
as affording emotional satisfactions in creative 
work, achievement of social approval in peer 
groups, promoting a sense of personal worth 
and release of hostility and excessive psycho- 
motor activity in the work process. 

Discussion by Dr. R. G. Armour of the Uni- 
versity of Toronto and Drs. Hoffman and Bern- 
stein emphasized the symbolic nature of many 
of the acts and verbalizations of the chronic pa- 
tient, and the importance of accurate reporting 
by the occupational therapist of such produc- 
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tions, and ability to understand their signifi- 
cance. 

Miss Mary M. Caton, O.T.R, Chief Occupa- 
tional Therapist, Verdun Protestant Hospital, 
Montreal, described a number of projects and 
activities useful in effecting the aims previously 
outlined. Miss Helen LeVesconte, Supervisor 
of the Occupational Therapy Course University 
of Toronto and Miss Beatrice Wade, O.T.R., 
Associate Professor of Occupational Therapy, 
College of Medicine, University of Illinois, told 
of educational policies designed to expedite 
training of professional and sub-professional 
personnel for the mental hospital. Other dis- 
cussants were Mrs. Arvilla D. Merrill, O.T.R., 
Chief Occupational Therapist, St. Elizabeth's 
Hospital, Washington, D.C., and Miss Virginia 
Scullin, O.T.R., Director of Occupational Ther- 
apy, New York State Department of Mental 
Hygiene. 

Others attending the dinner were: Dr. Ran- 
dall R. MacLean, Commissioner of Mental Hy- 
giene, Province of Alberta, Dr. A. D. MacPher- 
son, Provincial Institution, Edmonton, Alberta, 
Dr. and Mrs. Samuel W. Hamilton, Essex 
County Hospital, Cedar Grove, N.J., Dr. Ru- 
pert A. Chittick, Superintendent of the Vermont 
State Hospital, Waterbury, Vt., Chairman of the 
Committee on Medical Rehabilitation, Amezi- 
can Psychiatric Association, Dr. H. Beckett 
Lang, Assistant Commissioner, New York State 
Department of Mental Hygiene and Misses 
Mary Jane Preston, Recreational Instructor, Pil- 
grim State Hospital, Susan Wilson, O.T.R., 
Brooklyn State Hospital, Brooklyn, N.Y., Eliza- 
beth McLean, VA Hospital, Roanoke, Va., Wil- 
ma L. West, O.T.R., Executive Director Ameri- 
can Occupational Therapy Association, and 
Marion W. Easton, O.T.R., Boston School of 
Occupational Therapy. 


NATIONAL OCCUPATIONAL THERAPY 
CONSULTANT FOR C.C. 


Appointment of Miss Frances Helmig, Roch- 
ester, New York, as national occupational thera- 
py consultant for the National Society for Crip- 
pled Children and Adults was announced today 
by Lawrence J. Linck, executive director. 

“We are delighted to have Miss Helmig join 
our professional staff of consultants in work 
with the crippled and handicapped,” Mr. Linck 
said. ‘We are confident that in her new role 
as national occupational therapy consultant she 
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will help greatly in developing further services 
to the handicapped through state and local 
Easter Seal. agencies.” 


The National Society for Crippled Children 
and Adults has more than 2000 state and local 
affiliated units, in all 48 states as well as the 
District of Columbia, Alaska and Hawaii. One 
of the largest voluntary health and welfare ag- 
encies, the National Society has more than 80 
centers specializing in cerebral palsy, in addi- 
tion to its many other services for the handi- 
capped. Miss Helmig will act as consultant to 
these state and local units in developing further 
services. 


INTERNATIONAL CONGRESS 
OF PSYCHIATRY 


An Internation! Congress of Psychiatry will 
be held in Paris from October 4 to 12, 1950. 
The official spoken languages will be English, 
French, Spanish and (should Russia participate) 
Russian. The program of the 6 main afternoon 
sessions includes: 


1. General Psychopathology. Chairman: Pro- 
fessor Ferdinand Morel (Geneva, Switzer- 
land) Subject: Psychopathology of De- 
lusions. 

2. Clinical Psychiatry. Chairman: Professor 
Honorio Delgado (Lima, Peru). Subject: 
Application of Testing Methods of Clini- 
cal Psychiatry. 

3. Psychiatric Biological Therapy. Chairman: 
Professor F. L. Golla (Bristol, England). 
Subject: Cerebral Anatomy and Physiolo- 
gy in the Light of Lobotomy and Topec- 
tomies. 

4. Psychiatric Biological Therapy. Chairman: 
Professor Jozef Handelsman (Warsaw, 
Poland). Subject: Respective Indications 
of the Shock Therapy Methods. 

5. Psychotherapy, Psychoanalysis, Psychoso- 
matic Medicine. Chairman: Dr. Franz 
Alexander (Chicago, USA) Subject: The 
Evolution and Present Trends of Psycho- 
analysis. 

6. Social Psychiatry. Chairman: Professor 
Torsten Sjogren (Stockholm, Sweden. Sub- 
ject: The Genetic and Eugenic Aspects of 
Psychiatry. 

In addition, these 6 sections and the seventh 

section (Child Psychiatry) will organize for 
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morning sessions a number of meetings, sympo- 
sia, and work sessions. 

The organization committee plans to set up 
2 exhibits in connection with the Congress, the 
first one on Art and Psychopathology (apply to 
Dr. Bessiere, Centre Psychiatrique Ste-Anne, I, 
rue Cabanis, Paris XIV); the second on His- 
tory of Psychiatric Progress (Professor Laignel- 
Lavastine, 12bis, place Laborde, Paris VIII). 


WMSC OFFICERS RECEIVE 
PERMANENT RANK 


Nine occupational therapists in the Women's 
Medical Specialist Corps, United States Army, 
have received promotions to permanent grade. 

Lt. Col. Ruth A. Robinson, Chief, Occupa- 
tional Therapy Section, Women’s Medical Spe- 
cial Corps, Office of the Surgeon General, De- 
partment of the Army, Washington, D.C., now 
holds the permanent grade of major. Colonel 
Robinson's permanent grade had been captain. 
She remains a temporary lieutenant-colonel. 

Eight captains, who had held temporary rank, 
now hold permanent rank. They are: Capt. 
Roberta E. Aber, chief occupational therapist at 
Walter Reed General Hospital, Washington, 
D.C.; Capt. M. Pauline Bettinger, Oliver Gen- 
eral Hospital, Augusta, Ga.; Capt. Doris J. 
Crouser, Percy Jones General Hospital, Battle 
Creek, Mich.; Capt. Mabel M. Eisele, Tilton 
General Hospital, Fort Dix, N.J.; Capt. Myra 
L. McDaniel, Madigan General Hospital, Ta- 
coma, Wash.; Capt. Kathryn Maurice, Camp 
Kilmer, N.J., Station Hospital; Capt. Alyce G. 
Milne, Letterman General Hospital, San Fran- 
cisco, Calif.; Capt: Mary Reilly, assistant chief, 


' Occupational Therapy Branch, Women’s Medi- 


cal Specialists Corps. 


These are the first permanent promotions to 
any grade higher than a First Lieutenant for oc- 
cupational therapists. 


OT AIDES COURSE 


Each Saturday morning in the Occupational 
Therapy Department of The Grace Hospital in 
Detroit, Michigan, enthusiasm is at record high. 
That time is devoted to high school girls of 
Detroit who have made known, through their 
Scout, Y-Teen, or Camp Fire Counselor, their 
desire to learn more about occupational therapy. 
The third group has just recently completed 
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their 20 hours of class work and are signing up 
for their 50 hours of service, pledged when they 
enrolled. 

Barbara Jewett, OTR, Director of Occupa- 
tional Therapy at Wayne University, is in charge 
of the course. She developed it in response to 
requests from girls in the three clubs mentioned 
above. 

During the class periods, the girls receive in- 
struction in crafts, learn about hospital proced- 
ure and tour the hospital, and hear about the 
various fields of occupational therapy from local 
practising therapists. Upon completion, they 
are ready to sign up as OT Aides in the Detroit 
area departments. 

Recently, girls from all three classes were in- 
vited to meet at The Grace Hospital. Here they 
expressed a keen interest in organization and 
elected one representative from each group. 
These three girls will help formulate the future 
courses of study and plan meetings to keep the 
organization intact. 

The eagerness to have assignments beyond 
the pledged 50 hours indicates that the course 
has achieved its purpose. Even though the 
course was begun only last year, one girl has 
signed up for occupational therapy and another 
for nursing. Inasmuch as they are chosen from 
the last two years of high school, the course 
answers questions for many of them. Each 
sponsoring organization screened its own ap- 
plicants, choosing them according to ability and 
interests. About 20 have enrolled in each class. 


VICTORIA WANTS DIRECTOR 


It is interesting to note that the Board of 
Management of the Occupational Therapy 
School of Victoria is advertising for a Director 
to conduct and administer the Training School 
for Occupational Therapists at 72 Surrey Road, 
South Yarra. 

The establishment of this school, which has 
just completed its first year’s operations, marks 
an important development in meeting the very 
pressing need for increased trainees in this field. 

With the co-operation of the Association of 
Occupational Therapists in England, a highly 
qualified director was appointed to establish 
and administer the Occupational Therapy School 
of Victoria through the inaugural stages.- This 
period now having been completed, the position 
of director will become vacant at the end of 
this year, and it is necessary to find a successor 
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who is fully qualified in the theory and prac- 
tice of occupational therapy to carry on the 
very useful work being performed by the train- 
ing school. 

The director, who will be required to lec- 
ture on the usual subjects such as the theory 
and application of occupational therapy and 
direct all aspects of practical field work, will 
be appointed for a minimum of three years. 

The syllabus for the course in Victoria was - 
drawn up after considerable research into over- 
seas examination requirements, and has been 
planned to cover a period of 2-1/2 years, and 
the maximum number of students enrolled for 
any one year is thirty. 

While as yet there is no closing date, appli- 
cations for the position of director of the Oc- 
cupational Therapy School of Victoria are re- 
quired to be forwarded as soon as possible and 
should be accompanied by a certificate of health. 


AUSTRALIA NEEDS O.T. DIRECTOR 


The Australian Association of Occupational 
Therapists has requested that information about 
the vacancy for a Director of the Occupational 
Therapy Training Centre at Sydney be made 
known to members of the AOTA. 

Applications, complete with testimonials, 
should be made immediately to Miss Elsie E. 
Kelso, General Secretary, Australian Associa- 
tion of Occupational Therapists, 157 Macquarie 
Street, Sydney, N.S.W. Appointment will be 
made to start January, 1950. 

Writing the AOTA about the position, Miss 
Marjorie Fish, who has been Director of the 
Sydney Training Centre for the past two years 
on leave of absence from Columbia University, 
says: ‘I would urge and encourage anyone in- 
terested in seeing a wonderful part of the world 
and undertaking an interesting bit of work to 
seriously consider this opening.” 

The following excerpts are from the Associa- 
tion’s letter: 

“. . . . Occupational Therapy is still in the 
pioneer stage in Australia, but its progress is 
very encouraging. There are now 139 gradu- 
ates and occupational therapists employed in 
hospitals throughout Australia. There is in- 
creasing recognition by the medical world and 
a far greater demand for occupational therapists 
than can be met at present. 

“The Director is responsible for the direct- 
ing of training, the organization of the curricu- 
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lum and she makes contacts with outside in- 
terests. She is also required to lecture in theory 
and practice of occupational therapy which in- 
cludes some practical instruction in crafts and 
skills with especial emphasis on their thera- 
peutic use. 


“The staff of the Training Centre consists of 
the director, assistant director, two craft teachers, 
visiting lecturers in anatomy, physiology, path- 
ology, psycology and psychiatry. 


“The Director's salary is ¢600 per annum for 
the first year, ¢650 per annum for the second 
and ¢700 per annum thereafter. This does not 
include maintenance. Fare from Director’s home 
town to Australia is paid by the Association 
upon her entering into an undertaking to re- 
main with us for three years (contract then to 
be reviewed). 


NEW FASHIONS 


An Advisory Committee of six women fash- 
ion authorities has been named by The Quarter- 
master General as consultants on the develop- 
ment of uniforms and clothing for women 
members of the Army and Air Force, it was 
announced today by the National Military 
Establishment. 


The Committee members are: Miss Dorothy 
Shaver, President, Lord & Taylor, New York, 
who was adviser on women’s clothing to the 
Quartermaster General during World War II, 
Chairman; Mrs. Edna Woolman Chase, Editor- 
in-Chief of Vogue; Mrs. Tobe Coller Davis, 
fashion merchandise consultant; Miss Eleanor 
Lambert, fashion publicist; Mrs. Mary Brooks 
Picken, authority on home economics and ad- 
vertising; and Mrs. Carmel Snow, Editor of 
Harper's Bazaar. 


The Advisory Committee activities will in- 
clude a long-range study of the clothing needs 
of women in military service, recommendations 
and approval of colors and fabrics most ap- 
propriate and becoming to military women in 
both peacetime and wartime. The committee 
will give consideration to appearance as well 
as to usefulness of women’s uniforms. It will 


also coordinate the application of the results of 
scientific and technical research on materials, 
environmental protection and functional design 
to the development and design of military cloth- 
ing and uniforms for the women of the Army 
and Air Force. 


SOCIETY FOR C.C. CONVENTION 


The annual convention of the National So- 
ciety for Crippled Children and Adults, Inc., 
will be held at the Commodore Hotel, New 
York City, November 7-10, 1949. 

Marking twenty-eight years of service to the 
hadicapped, the convention will offer a com- 
prehensive presentation of the National Society's 
three-point program of Direct Services, Educa- 
tion and Research. Exhibit materials and dem- 
onstrations will show in a dramatic and vivid 
way the type and scope of direct services to 
the handicapped. 


EDITORIAL 
THANK YOU, DOCTOR 


Occupational therapists respect and esteem 
physicians and also owe them a deep debt of 
gratitude. For the past three years, since the 
Journal was begun, physicians have had almost 
as many articles published in the magazine as 
our own members. This co-operation does not 
mean that doctors have more time than occu- 
pational therapists—each therapist knows that 
physicians are busy and overworked. Nor is 
the reason because they know our field. The 
physician requests a result but rarely prescribes 
the method or technique used to gain the de- 
sired improvement. 


Then why is it that physicians are such im- 
portant contributors to the success of our pub- 
lication? Because they are interested. To them 
should go a great deal of the credit for the 
success of our Journal. 
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FEATURED O.T. 


CREATIVE WORKSHOP 
DETROIT, MICHIGAN 


DOROTHY ELLIOTT, O.T.R. 


The Curative Workshop of Detroit is the 
result of a vision of its Director, Miss Helen 
King, who as a physical therapist in England 
during World War I became interested in the 
British methods of rehabilitation. Miss King 
came to Detroit and set up her own office of- 
fering physical therapy services to the commu- 
nity. In 1935 she joined the staff of the Visit- 
ing Nurse Association in order to set up a 
workshop as a department of that organization. 
This department was located in the carriage 
house in back of the old Whitney house which 
is now, as then, the offices of the Wayne County 
Medical Society. The Visiting Nurse Associa- 
tion offered the stall part of the building for 
the physical therapy and occupational therapy 
services. 


The Visiting Nurse Association, the Detroit 
Orthopaedic Clinic and the Wayne County 
Medical Society sponsored the Curative Work- 
shop as a new agency and in January, 1946, it 
was incorporated as a separate organization. 
The shop was set up in the carriage house be- 
longing to the Detroit Orthopaedic Clinic. 
The Workshop seems to find its way into 
stables but the stalls are readily converted into 
treatment booths. The stalls in this carriage 
house were painted a gay yellow; yellow cur- 
tains were hung on rods across the openings 
and the physical therapy department moved in. 
They now have five treatment booths. Their 
equipment includes whirlpool baths for leg and 
arm, infra-red lamps, ultra-violet, diathermy, 
thermostatic paraffin bath, galvanic and faradic 
current. 


The occupational therapy department was set 
up in the large carriage room measuring 30 x 
33 feet. Into this space three floor looms, two 
table looms, Delta power tools (band saw, grin- 
der, table saw, sander and drill press), hand 
printing press and equipment, a stationary bi- 
cycle and Alexander jig saw, two large car- 
penter’s benches, a large drawing table and two 
small tables were carefully spaced. 
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Floor checkers played by hemiplegic patients for co- 
ordination and balance. 


The Curative Workshop is supported by the 
Community Chest which provides the operating 
deficit, by patients’ fees, by gifts, by industrial 
and insurance company fees and by generous 
gifts from the National Foundation for Infan- 
tile Paralysis. Much of the present fine equip- 
ment was made available by the funds granted 
by the National Foundation for Infantile Paral- 
ysis. The Workshop is governed by a Board of 
Trustees ; its medical policies are determined by 
a medical advisory committee appointed by the 
Wayne County Medical Society. All patients 
come in by appointment and are sent by written 
prescription from individual physicians. 


Fees are adjusted to the individual patient's 
ability to pay. If he is able to pay the full cost 
of his treatment, he does so; if not, a financial 
statement is filled out and the fee adjusted to 
the satisfaction of the organization and the pa- 
tient. 


In the three years of its existence since its 
incorporation as a Community Chest Agency in 
January, 1946, the Curative Workshop has in- 
creased 101% in number of patients given serv- 
ice. Further increase is impossible with the 
present physical properties. More therapists and 


210 


i 
| 
| 
i 
\y ( 
te 
| 
| 


more equipment cannot be added without larger 
working space. The board and staff are work- 
ing towards the establishment of new quarters 
at an early date which will provide adequate 
facilities for any expansion which may be nec- 
essary in the next ten years. 


Wrist dorsiflexor made from player piano. 


The programs of the physical and occupa- 
tional therapy departments are very closely co- 
ordinated so that the treatments for each pa- 
tient are supplemented: The present staff con- 
sists of Miss Helen King, director; a business 
manager, 2 physical therapists, 2 occupational 
therapists (one in the shop and one doing home 
service), a medical aid and a maintenance man. 


The occupational therapy department is hap- 
py to have clinical training students on affilia- 
tion. These students bring their enthusiasm and 
new theories fresh from school and are encour- 
aged to experiment with equipment and treat- 
ment procedures. This keeps the treatment pro- 
gram active and growing, and gives the student 
an opportunity to test her theories in actual 
practice. 


The purpose of the Workshop is to provide 
a medical center for patients, adults and chil- 
dren, who are referred for any condition for 
which physical and occupational therapy are 
indicated. The majority of patients coming to 
the shop for treatment are adults. A few chil- 
dren are referred but children with orthopaedic 
conditions of long standing are cared for by 
the Detroit Orthopaedic clinics and by the two 
special schools, the Oakman School and the Le- 
land School, of the Board of Education of the 
City of Detroit. 


Physical therapy consists of the use of vari- 
ous forms of heat therapy, electro-therapy, mas- 
sage, muscle training and excercise. 


Occupational therapy provides controlled ac- 
tive exercise through the use of mechanical ex- 
ercise apparatus, craft activities and recreational 
or remedial games. Since all the patients come 
into the shop by appointment and both physical 
therapy and occupational therapy treatments 
must be scheduled to fit the available space, the 
type of activity must also be planned to meet 
the physical limitations. The mechanical ap- 
paratus includes specific exercises worked out 
to gain specific motion with numerous repeti- 
tions. Finger pulleys for finger flexion and ex- 
tension were built in the shop and like all our 
equipment was made portable so it could be 
moved about to make the space available for 
other activities. Our wrist dorsi-flexor is also 
shop made and was salvaged from an old player 
piano. The bellows were removed and marion- 
ette like wooden figures were added for interest 
and resistence. Siphon bottles were made with 
colorful liquid that passes from one gallon jug 
to the other when the rubber bulb is squeezed, 
giving grasp, finger flexion and thumb-finger 
apposition. 

The craft program centers ezhout weaving and 
woodworking. Two of the tiree large floor 
looms have been adapted. One has an extension 
beater which can be adjusted through a range 
of 22 inches providing shoulder flexion and in- 
ward and outward rotation. The other has an 
ankle dorsiflexion attachment to the treadles, 
which reverses the action of the harnesses. One 
table loom has been adjusted for partial supina- 
tion in the beating action. Other crafts which 
are used are clay, knotting, plastics, sewing and 
stencilling. 

Remedial games include: 


Darts for all shoulder motions; flexion, ab- 
duction and rotation. 

Bowling and shuffleboard for hip, knee and 
ankle mobilization and also for shoulder mo- 
tions. 

Floor checkers for hip, knee and ankle mo- 
bilization. 

Billiards and ping pong for coordination and 
balance, also for grasp and other hand and 
arm motions. Billiards also found to be ex- 
cellent activity for leg amputees to gain bal- 
ance and walking experience. 

Basketball toss for bilateral shoulder and arm 
movements. 

Bean bag toss for shoulder flexion and ab- 
duction. 
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Horse shoes for heavy exercise for hands and 
arms. 

Croquet for coordination, walking and bal- 
ancing. 

Syringe croquet for grasp and finger flexion 
and for wrist movements. 

Box hockey for grasp, pronation and supina- 
tion. 

Peg checkers for finger flexion, for coordin- 
ation and for shoulder motion. 

Cribbage and other card games for coordina- 
tion and two handed activity. 


The majority of patients referred have had 
traumatic injuries such as fractures, nerve in- 
juries, or crushing injuries as in punch presses, 
These patients are interested in regaining func- 
tion as rapidly as possible so they may return 
to their former jobs. The next highest inci- 
dence is the hemiplegic patient who has suf- 
fered a cerebral accident. His attention is di- 
rected into becoming as independent as possible 
and to regain as much function as he is able. 
Coordination activities and the use of two 
hands and two legs is emphasized with these 
patients. 

Home service occupational therapy is pro- 
vided for those patients who are not able to 
come into the Workshop for treatment. This 
service is of a more varied nature and covers 
all age groups. The program includes working 
out an activity schedule and programs with the 
family and the patients, planning craft activity 
for specific muscle function, adjusting the pa- 
tient to his disability whether temporary or per- 
manent, correlating services with other com- 
munity agencies as the League for the Handi- 
capped, Michigan Society for Crippled Children 
and Adults, and the social service departments 
of hospitals. The home service occupational 
therapy must work closely with the nursing and 
physical therapy services of the Visiting Nurse 
Association in order to coordinate their sep- 
arate programs. 

The Curative Workshop has outgrown its 
present physical plant. Plans for the future in- 
clude a building where both physical therapy 
and occupational therapy departments may ex- 
pand their services; where greater rehabilita- 
tion services may be offered, such as an amputee 
program with personnel trained in fitting and 
explaining the use of prostheses, a work tol- 
erance program where patients may spend the 
day, building up skill and tolerance to ease their 
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adjustment into the competitive industrial work, 
and a department where a paraplegic can be 
trained in walking and caring for himself. 

These are still in the form of a vision but 
they are the plans for future growth of the 
Curative Workshop in Detroit. Detroit is a 
large industrial center, and needs these services. 
We hope someday that we shall be able to of- 
fer a complete rehabilitation center. 


REHABILITATION SERVICE 
PINE CAMP HOSPITAL 


Richmond, Virginia 


MARGERY C. PEPLE, O.T.R. 
Rehabilitation Director 


Pine Camp Hospital, a 220 bed sanatorium - 
for both white and colored tuberculosis patients, 
is a part of the Richmond Department of Public 
Health. The grounds contain 164 generously 
wooded acres, complete with birds and squirrels, 
and are located within the city limits with easy 
access to the bus lines. There are two single- 


Pre-Vocational Training 


story hospital buildings of the pavilion-type, 
and a large two-story central building’ with 
modern operating-room and treatment facilities. 
In addition to the nine other buildings which 
include three doctor's homes, two nurses’ homes, 
administration offices, kitchen, there is a sep- 
arate building which houses the Rehabilitation 
Service and the white patients’ cafeteria. 
Occupational therapy is a part of the rehabil- 
itation service which orginally began as a dem- 
onstration project of the Richmond Tubercu- 
losis Association in 1943. The other phases of 


212 


| = 
| 
i 
| 
: 


Woodworking in the Shop. 


this program include: medical social work, ed- 
ucation, vocational testing, counselling and 
training. The rehabilitation director is respon- 
sible for the administrative and coordination of 
the services, the vocational guidance and test- 
ing and the supervision of the occupational 
therapy. 

In a municipal sanatorium, the occupational 
therapist has to assume the responsibility for 
the craft instruction at the patient's bedside, the 
shop work with the ambulant patients and di- 
rection of students, but also has charge of the 
library, the religious services, weekly movies, 
shopping service for the patients, all recreation 
and entertainments. In our occupational therapy 
program, we have at present a full-time occu- 
pational therapist, one half-time occupational 
therapy aide, one half-time teacher aide, a pa- 
tient secretary, and students from Richmond 
Professional Institute. 

The work of the entire rehabilitation service, 
and especially that of the occupational therapist 
is under medical supervision. A system of clas- 
sification has been set up whereby the medical 
treatment and the rehabilitation and occupa- 
tional therapy services are co-ordinated. Mem- 
bers of the rehabilitation staff attend the weekly 
X-ray conferences to learn the progress of the 
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individual patients. The amount and type of 
work which any patient is physically able to do 
is prescribed by the attending physician when 
the patients are periodically classified accord- 
ing to the classification sheet. The classifica- 
tion goes from A through G, A being the clas- 
sification assigned to the sickest bed patients, 
and G being the one classification in which 
morning quiet hours are discontinued and when 
the patient has unlimited activities in the oc- 
cupational therapy program. Unfortunately, 
most of our patients do not get as high as G 
before discharge due to the shortage of beds 
and the desire of the patients to go home as 
soon as is possible. 


Nearly all of our patients even though they 
are in class A are allowed to read, listen to the 
radio and do light needlecraft. In classification 
B, patients are allowed to take classwork under 
the educational program at their bedsides. Med- 
ically these patients are allowed bathroom priv- 
ileges and to sit up in bed for meals. In class 
C, patients are allowed up one hour and may 
attend either the weekly movies or the church 
services. Of course their craft activities are in- 
creased accordingly. In each succeeding class, 
the patients are allowed more time up and can 
take school work in the class room, come to the 
library, or participate in shop activities, such as 
radio repair, woodwork, sewing and _photo- 
graphy. 

To get away from the strict uniform usually 
worn by hospital personnel, the members of the 
rehabilitation staff wear lab coats or smocks. 
Jewelry and colorful clothes are encouraged, 
and masks are not worn. We have discovered 
that patients are especially pleased if we dress 
up for entertainments. Having members of the 
staff wear evening dresses is the one thing which 
seems to mean more to some than actually hav- 
ing the party. In planning the physical set-up 
of the rehabilitation program, a friendly, cheer- 
ful, and homelike atmosphere is desirable so 
that the patient may feel that he is getting away 
from the hospital routine. Curtains, pictures, 
plants, and aquaria with fish and turtles have 
been placed in the various class rooms and of- 
fices. We want the patient to feel free at all 
times to come to the rehabilitation service to 
obtain aid with his problems or just to come 
in to enjoy himself in some activity. 

The rehabilitation service of Pine Camp Hos- 
pital is an example of what can be accomplished 
when interested agencies and groups band to- 
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gether with a common goal. The funds for the 
rehabilitation program come from the following 
sources: Richmond Department of Public 
Health, Richmond Tuberculosis Association, the 
Virginia Tuberculosis Association, the State Di- 
vision of Special Education, and the Richmond 
School Board. After July 1, 1949, it is expected 
that the Virginia Vocational Rehabilitation Serv- 
ice will give substantial aid to the program by 
making it possible for the patients to begin 
their vocational training while in the sanator- 
ium. The city furnishes the salaries of the re- 
habilitation director, the medical social worker, 
the office equipment, the weekly movies. The 
Richmond Tuberculosis Association supplies the 
salaries of the occupational therapy aide, the 
teacher aide, the patient-secretary, and furnishes 
$2,150 yearly for supplies for the patients. 
Since most of the patients could not afford to 
make articles for themselves unless given the 
materials, a one-dollar allotment is allowed 
each patient monthly. If the articles made are 
sold, patients pay the cost price of the materials. 
According to plans, the V.V.R.S. will reimburse 
the city for the services of the rehabilitation di- 
rector, the clerk-stenographer, the occupational 
therapist, a commercial teacher and a home 
economics teacher on a case-load basis. The 
Richmond School Board and the State Division 
of Special Education pay the salary of the aca- 
demic teacher. 

The rehabilitation service depends entirely 
on contributions from churches and interested 
groups for library books and magazines. There 
are about 2600 volumes in the library at pres- 
ent. The churches in Richmond have been ex- 
ceedingly thoughtful in helping to meet this 
need, and also aid with contributions of com- 
fort articles, shopping service for the patients 
and entertainments. For recreational activities, 
we have been given a pool table, a phonograph, 
and a new console television set which also has 
a radio and a phonograph. Every patient is 
provided with headphones so they may listen 
to the central radio system or use them with 
their individual radios. There has been set up 
an amplyfying system so any entertainment, 
religious services or talks may be broadcast to 
the patients. 

When the patients reach classification C or 
D, they are discussed at a rehabilitation con- 
ference whose members include the rehabilita- 
tion staff, the medical staff, and superintendent 
of nurses. If a patient is about to be discharged, 
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a nurse from the nursing division of the Public 
Health Department may attend. The probable 
length of stay for the patient is estimated and 
possible job plans are discussed as well as the 
home situation. A program for the remainder 
of his stay in the sanatorium is then set up. Any 
practical classes or activities which would bene- 
fit him should be undertaken during his work 
tolerance hours. In some classes, the activities 
may be under the supervision of the occupa- 
tional therapist, and in others, one of the four 
teachers would have charge. Some of those ac- 
tivities under the occupational therapist are 
woodworking, photography and reweaving. The 
teachers might arrange for correspondence 
courses, and provide such classes as typing, 
business English, bookkeeping and shorthand. 
Of course, the school work taken by patients of 
school age is accredited by the regular school 
system. 

In this rehabilitation program, the housewife 
must not be overlooked. She does not need to 
find a job, she has already had one cut out for 
her, but the rehabilitation service may make 
things easier by providing such classes as sew- 
ing, nutrition and instruction in labor-saving 
devices given under the direction of the home 
economics teacher. Nutrition classes in which 
meal planning, food preparation and budget- 
ing are taught, are particularly helpful to the 
housewife. 

The Virginia Vocational Rehabilitation Serv- 
ice has charge of a section of the former Wood- 
row Wilson V.A. Hospital, at Fisherville, near 
Staunton. Their clients are sent to this training 
center to learn various types of jobs. At pres- 
ent, persons may be enrolled in cosmetology, 
woodwork, radio, sewing, shoe repair, clerical 
and secretarial work, and numerous other oc- 
cupations. The vocational training and guid- 
ance begun under their supervision in the hos- 
pital is continued when the patient is discharged. 
Contact with other interested agencies is also 
established before discharge so that continua- 
tion of the rehabilitation plan is assured when 
the patient leaves the sanatorium. Thus, the pa- 
tient does not feel that he is being suddenly 
dropped by the hospital staff, but knows that 
there are persons interested in him both in the 
sanatorium and in the local community. This 
is the critical time, for if there is no rehabili- 
tation plan for the patient, he may take the 
first job offered him and ten to one, it will be 
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SCHOOL SECTION 


Fine Arts Building. 


TEXAS STATE COLLEGE 
FOR WOMEN 
COURSE IN 
OCCUPATIONAL THERAPY 


FANNY BOWLES VANDERKOOI, O.T.R 


The development of the Course in Occupa- 
tional therapy at Texas State College for Wo- 
men is an answer to the demand for more occu- 
pational therapists in the Southwest. This 
course was favored in its growth because it is 
located in a area where formerly there was no 
such training facilities available. 


Texas State College for Women is located at 
Denton, in northcentral Texas, about thirty-five 
miles from Dallas and from Fort Worth. Den- 
ton is a typical college town with most of its 


- life centered in its two colleges. College busses 


make the opportunities of the larger cities readi- 
ly available. 


This college was known as the College of 
Industrial Arts before 1935. Its present title 
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is more nearly descriptive of its function be- 
cause it has developed into an institution which 
provides an education in liberal arts as well as 
in the various professional and pre-professional 
areas. It is the largest residential woman's col- 
lege in the world, and if the present building 
program is any indication, it plans to hold this 
distinction. The college has ‘a campus of 170 
acres. In the spring one sees on all sides the 
high coloring of the three thousand redbud 
trees, and the extensive rock garden offers un- 
limited interest and beauty with its acres of 
bulbs and rare shrubs. 


Above the garden is the famous and unique 
Sometimes called 
the "Wedding Chapel’. The impressive stained- 
glass windows depict the modern woman in her 
various fields of activity. The windows, mos- 
aics, rugs, carving, and metal fixtures were all 
designed and executed in the college Art De- 
partment. The religious life of the college re- 
volves about this non-sectarian chapel. 


In 1935, Miss Mary Marshall, then director 
of the Art Department at Texas State College 
for Women, was able to orginate a course in 
occupational therapy. It had taken the emer- 
gency of World War II with its unfilled de- 
mands for occupational therapists to crystalize 
plans which she had long envisioned. Dr. L. 
H. Hubbard, president of the college, has al- 
ways understood the needs of such a course and 
has made possible all of its associate activities. 
Dr. Ozro T. Woods, physician and surgeon 
and associate professor at Southwestern Medical 
College in Dallas, has acted as consultant and 
lecturer and has providied the specialists to 
teach the medical subjects. These three people 
have made the course possible. 


The course in Occupational Therapy is one 
of the majors in the Art Department. It is felt 
that such a connection has been a healthy one 
because the two directors of this department 
under whom the course has developed have 
shown an unusual degree of understanding of 
the needs of such a course. It is housed in the 
large new art building and makes use of its 
modern laboratories, library, and office space. 


One half of the subjects that the students of 
occupational therapy are required to take at this 
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college are liberal arts, in accordance with the 
principle upon which the college was estab- 
lished in 1903. It is hoped that such a distribu- 
tion of liberal arts and professional subjects 
will result in the well-rounded persons necded 
in the field of occupational therapy. Meclical 
subjects are taught at Southwestern Medical 
College in Dallas by the teaching staff of that 
college. It is planned and hoped that there will 
eventually be an even closer connection with 
this medical college as its building program ma- 
terializes. At the present the students are trans- 
ported to the medical college in college busses. 


Theory courses are taught by a registered 
therapist. Use is made of the occupational ther- 
apy departments in the vicinity where the stu- 
dents go regularly on field trips. Speakers are 
brought to the campus to broaden the content 
of some of the courses. Craft courses are taught 
by expert craftsmen to the students of occupa- 
tional therapy along with other art majors. 
There are, however, two craft courses taught by 
a registered therapist. 


A recent change in the curriculum allows the 
occupational therapy student to choose twelve 
semester hours of work from four groups of 
subjects: Group I, Arts and Crafts, Group II, 
Speech, Group III, Music, and Group IV, Phys- 
ical Education and Recreation. It is hoped that 
this ‘second minor” will bring into occupa- 
tional therapy, students who have a wide range 
of interests. The main part of the course re- 
tains the basic skills all occupational therapists 
are expected to have. 


The first-year student is encouraged to select 
her major upon entering the college. An orien- 
tation course has been arranged so that the pros- 
pective student of occupational therapy may be 
assisted in making an early decision as to 
whether or not she is ‘‘suited’’ to the field of 
occupational therapy. The Advisory Committee 
for Occupational Therapy Students is concerned 
with screening and advising these students. A 
physical examination upon entrance to the col- 
lege and at later intervals provides an assurance 
of healthy students. 


At the completion of the required work a 
degree, Bachelor of Science or Bachelor of Arts, 
is given. At the completion of clinical training 
a certificate is awarded. Most of the clinical 
training must necessarily be secured far from 
home for most of the students of this course. 
The occupational therapy departments of the 
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Northern and Eastern hospitals have generously 
opened their doors to them. The students gen- 
erally agree that it gives them a decided advan- 
tage to train with students from other colleges. 
New clinical training centers are now develop- 
ing closer to the college as these students return 
to the Southwest as registered therapists and fill 
some of the vacancies that have existed in this 
region. 

During their four years on the campus oc- 
cupational therapy students are active in all 
phases of campus life. The annual Nativity 
Pageant, Class Stunts, and Charm Week, cul- 
minating in the Redbud Queen's coronation, 
always find a good proportion of occupational 
therapy students participating. One annual 
event absorbs the main effort of the occupa- 
tional therapy students each spring: this is the 
Occupational Therapy Club Marionette Show. 
The marionettes are made and manipulated by 
students of a design course, and the club makes 
the scenery and attends to the technical part of 
the show. The play is written or adapted by 
members of the cast. It is usually taken to a 
neighboring hospital and presented as enter- 
tainment for the patients. 


Twenty-eight graduates have taken the Na- 
tional Registration Examination, and there are 
forty-three students now enrolled inthis course. 
Through the fine cooperation of the entire staff, 
every effort is being made to produce graduates 
who are well-rounded and capable occupational 
therapists. 


(Continued from page 214) 


exactly the one he should not have, and he 
might possibly break down again. Therefore 
we make every attempt to work out feasible re- 
habilitation plans so this far-too-common pic- 
ture will net recur. The rehabilitation director 
and the medical social worker will aid the dis- 
charged patient at any time and keep in con- 
tact with him until his position in the commu- 
nity is established. 


Buy from the JOURNAL 
advertisers. By supporting 
them you are helping them 
support the JOURNAL. 
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DELEGATES 
DIVISION 


ILLINOIS 
Delegate-Reporter, Angeline Howard, O.T.R. 


The Illinois Occupational Therapy Associa- 
tion holds its annual meeting in May and the 
new officers begin their term in June. There- 
fore, this report will cover the period from 
June, 1948 through May, 1949. 

With each successive year the Illinois Occu- 
pational Therapy Association has had as its goal 
bigger and better meetings, more extensive 
membership drives, closer co-ordination with 
allied professions and local agencies and the 
age-old undertaking of swelling the treasury. 

All “at home’’ meetings are held at the Uni- 
versity of Illinois’ Illini Union Building, 715 
S. Wood Street, Chicago, on the fourth Tues- 
day of each month. All occupational therapists 
and their guests are cordially invited to attend. 
Student occupational therapists are considered 
student members (that is, they pay no fee) and 
are urged to attend meetings and take part in 
all activities of the organization although they 
are not permitted a vote. 

The general over-all emphasis of the pro- 
grams this year has been to learn more about 
allied professions in Illinois and how the occu- 
pational therapist might promote a closer rela- 
tionship and coordination with these services. 
The following is a brief summary of the nine 
meetings which were held: 

June 1948: Field trip to the Rosenwald Mu- 
seum of Science and Industry in Chicago. This 
was a joint occupational therapy-physical thera- 
py supper meeting and was very well attended 
by members of both organizations. Approxi- 
mately 70 people attended (about equal repre- 
sentation of each group). Following dinner, 
Miss Ruth Coleman of the Medical Illustrations 
Studio of the University of Illinois explained 
the origin and purpose of the “Miracle of 
Growth” exhibit which was built by their de- 
partment. She then conducted us on a tour of 
the exhibit. 

July and August 1948: The Illinois Occu- 
pational Therapy Association holds no meetings 
during these two months. 

September 1948: Picnic and “get-acquain- 
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ted” meeting at the North Shore Health Resort 
on the shores of Lake Michigan at Winnetka, 
Illinois. Sixty members and their guests (pros- 
pective members) were present. The delegate’s 
report on the National Convention was very 
well received and the membership greatly ap- 
preciated being informed of the proceedings at 
such an early date. 

October 1948: Miss Viola Brison, -Chief 
Physical Therapist at the Veterans Administra- 
tion Hospital, Hines, Illinois, spoke on “Re- 
laxation’’. She then demonstrated the technique 
used to produce relaxation, and explained the 
judicious use of pillows and towels to further 
good bed posture. The physical therapists of 
Illinois were guests at this meeting. 

In addition, Miss Eva Laughlin, the first 
physical therapist to work at Carville, Louisi- 
ana, the only Leprosorium in the United States, 
spoke to the group briefly about her work. 

November 1948: Miss Marion Trainer, Di- 
rector of Community Referral Service of Chi- 
cago (a part of the Council of Social Agencies) 
spoke on “Services Available”. 

December 1948: The December meeting 
was cancelled because of the usual rush of 
Christmas in most occupational therapy depart- 
ments. 


January 1949: Miss Jane Bull, Executive Di- 
rector, Illinois Commission for Handicapped 
Children, spoke on the history, development 
and purposes of the Commission. Guests at 
this meeting were social service workers, visit- 
ing nurses, and members of the Chicago Hear- 
ing Society. 

February 1949: Miss Thelma James of the 
International Association of Altrusa Clubs spoke 
on ‘Women in Public Life’. 

March 1949: Student emphasis meeting. 
This was a question and answer session, with 
twelve occupational therapy students represent- 
ing twelve different schools on the panel. Ques- 
tions pertinent to clinical training were dis- 
cussed and the students were given an oppor- 
tunity to express their views on such subjects 
as student evaluation of affiliations, scheduling 
of library time, value of a wide variety of ex- 
periences and the evaluation of the students by 
the clinical training directors. 

April 1949: Dr. C. O. Molander, Director 
of the Department’ of Physical Medicine at 
Michael Reese Hospital, Chicago, spoke on ‘'Re- 
habilitation’”’. 

May 1949: Annual meeting. Reports of of- 


AJOT III, 4, 1949 


| 


ficers and committee chairmen. 


June 1949: Box Social. Each member 
brought a box lunch which was auctioned off 
to the highest bidder, the proceeds added to the 
treasury. 


OUTSTANDING FEATURES 
Exhibits 


(1) On November 17, 1948, the Illinois Oc- 
cupational Therapy Association sponsored an 
exhibit at the Cerebral Palsy sessions of the an- 
nual convention of the National Society for 
Crippled Children. The exhibit showed par- 
ents and workers in clinics and hospitals an 
assortment of commercial and homemade equip- 
ment that can be used in the various treatment 
media for cerebral palsy and some other dis- 
abilities. 

(2) In March, 1949, the Illinois Occupa- 
tional Therapy Association sponsored an exhib- 
it of occupational therapy equipment and photo- 
graphs at the Annual Meeting of the Women’s 
Share in Public Service. 


(3) In March, 1949, the staff and students 
of the University of Illinois sponsored an ex- 
hibit at the Illini Union Building. This exhibit 
consisted of school curriculum material as well 
as adapted equipment and photographs, educa- 
tional toys and projects used in psychiatry as 
treatment media. It was representative of the 
four fields of occupational therapy in which the 
students at the University of Illinois obtain ex- 
perience — Pediatrics, Orthopaedics, Medicine 
and Surgery, and Psychiatry. 


(4) In May, 1949, the Illinois Occupational 
Therapy Association was invited to sponsor an 
exhibit on occupational therapy at the meetings 
of the Illinois State Medical Commission. 


Television 

Mrs. Beverly Richert, President of the Illin- 
ois Occupational Therapy Association, appeared 
on television station WBKB in a program en- 
titled “Women’s World”. She spoke on “'Spi- 
nal Cord Injuries and Special Equipment’. 
Radio 

Occupational Therapy was featured at three 
different broadcasts of the program “It’s Your 
Life’. A great part of this is presented via tape 
recordings, and programs are reviewed before 
going on the air by a medical advisory board. 
They are broadcast Monday through Friday on 
station WMAQ at 11:15 in the morning. 
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Talks 

A number of the members of the Illinois Oc- 
cupational Therapy Association have given talks 
on the various phases of occupational therapy. 
A few of these talks are listed below: 


Name of Therapist Title of Talk 
Miss Florence MacLean,"O.T. in the Treatment of 
Poliomyelitis.” 
Audience — 30 physicians who were taking a 
course in Physical Medicine at Veterans Admin- 
istration Hospital, Hines, II. 


Miss Beatrice D. Wade, ‘Psychosomatic Medicine.” 
OTR. 

Audience — Same as above. 

Miss Virginia Reeves, “O.T. in the Treatment of 
O.T.R. Cerebral Palsy.” 
Audience—Parents Association for Spastic Chil- 
dren. 

Miss Virginia Reeves, “O.T. in Relation to the 
O.T.R. Handicapped Child.” 


Audience — Senior students in the school of 
Education, Northwestern University, Chicago, III. 


Miss Ella V. Fay, O.T.R. “O.T. as a Vocation.” 
Audience — Vocations Day Highland Park High 
School, Highland Park, III. 

Miss Ella V. Fay, O.T.R. “O.T. as a Vocation.” 
Audience — Senn High School, Chicago, Ill. 

Miss Rose Marie Holston ‘O.T. as a Career” 
(O.T. Student) 

Audience — High School and Junior College stu- 
dents, Centralia, Ill. 

Miss Joan Tozier 
(O.T. Student) 
Auaience—Elmhurst High School students, Elm- 
hurst, Ill. 


“O.T. as a Career” 


OFFICERS 

Mrs. Beverly J. Richert, O.T.R., 

Hines VA Hospital. 

Vice-Pres.: Miss Maragaret Earlenbaugh, O.T.R. 
Hines VA Hospital. 

Secretary: Miss Virginia Reeves, O.T.R., 
Illinois Hospital School. 

Treasurer: Mrs. Dorothy Haenle, O.T.R., 
Cook County Hospital. 

Delegate: Miss Angeline A. Howard, O.T.R., 
University of Illinois Medical Center. 


President: 


NEW JERSEY 
Delegate-Reporter, Naida Ackley, O.T.R. 


The New Jersey Occupational Therapy As- 
sociation held three general meetings during the 
year, March 1948-49, with an average attend- 
ance of thirty persons. The first of these meet- 
ings, was a luncheon meeting on the New Jersey 
seacoast to give the recent and older members 
of the Association an opportunity to meet in- 
formally. This type of meeting was so success- 
ful that it seems likely to become a yearly event. 
The second meeting featured a full report by 
the delegate on the work accomplished at the 
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New York A.O.T.A. convention. Part of the 
program at the annual meeting consisted of 
two films which are audio-visual aids in study- 
ing mental mechanisms. A great deal of the 
discussion at all the meetings was devoted to 
the problem of establishing adequate profes- 
sional recognition and salary ranges for all 
levels of registered occupational therapists in 
the State of New Jersey, made particularly im- 
portant at this time by the impending State 
Civil Service reclassification. 


One of the projects of the New Jersey O.T. 
Association this year has been the establishment 
of a publicity committee, Miss Virginia Reuter, 
O.T.R., Lyons Veterans Hospital, Chairman. 
This committee has written to the vocational 
departments of all New Jersey high schools, 
calling their attention to occupational therapy 
as a profession, offering publicity material put 
out by the schools of occupational therapy and 
suggesting that speakers on occupational thera- 
py visit their departments. Each hospital rep- 
resented in the New Jersey O.T. Association 
is to be responsible for supplying such speakers 
within their own county. 


OFFICERS 


Executive Committee—Mrs. M. DeVries, O.T.R., 

Greystone Park State 

Hospital. 

Miss G. Rickert, O.T.R.., 

Camden County Hospital 

for Mental Disease. 

Mrs. Gail Fidler, O.T.R., 

Lyons Veterans Hospital. 
Delegate—Miss Naida Ackley, O.T.R., 

Trenton State Hospital. 
Alternate Delegate—Mrs. Gail Fidler, O.T.R., 

Lyons Veterans Hospital. 
President—Miss Ethel E. Huebner, O.T.R., 

Trenton State Hospital. 
Ist Vice President—Miss Virginia Reuter, O.T.R., 

Lyons Veterans Hospital. 
2nd Vice President—Miss Evelyn Simpson, O.T.R., 

Lyons Veterans Hospital. 
Secretary—Mrs. Nelson Kelly, O.T.R., 

Camden County Hospital 

for Mental Disease. 
Treasurer—Miss Louise Tullis, O.T.R., 

Trenton State Hospital 


HAWAII 
Delegate-Reporter, Esther Pyun, O.T.R. 
The bi-monthly meetings of the Occupational 
Therapy Association of Hawaii for the year 


1948-49 were planned to reacquaint ourselves 
with the various occupational therapy depart- 
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ments in the city. The following is a list of 
meetings held throughout the year: 

January, 1948—The annual meeting of the 
Occupational Therapy Association of Hawaii 
was held at the Waioli Tea Room. Dr. Clar- 
ence Simon from the Speech Department of the 
University of Hawaii gave an interesting talk 
on the development and the importance of 
speech and its relation to occupational therapy. 
This was followed by a business meeting. New 
officers for 1948 were elected and took office. 


OFFICERS 

President—Miss Zenaiae Hall, O.T.R, 

Vice-President—Mrs. Ellin Burkland, O.T.R. 

Secretary—Miss Rose Cezer, O.T.R. 

Treasurer—Mrs. Ellen Lacerdo, O.T.R. 

Directors—Mrs. Elizabeth Huntsberry, O.T.R. 

Sister Walter Damon 
Dr. R. Nelson Hatt 

March, 1948—-Members were guests of the 
staff of Waimano Home. We enjoyed the de- 
licious lunch and entertainment program which 
were planned by the staff. This was followed 
by a tour of dormitories and the various craft 
shops. 

May, 1948 — To familiarize ourselves with 
the cerebral palsy program in the Territory, our 
May meeting was held at the Cerebral Palsy 
Demonstration Treatment Center. This pro- 
gram is under the auspices of the Bureau of 
Crippled Children, Department of Health. A 
quonset hut has been improvised for occupa- 
tional therapy, physical therapy and speech ther- 
apy treatments. The afternoon meeting was 
ably conducted by Miss Catharine Nourse, Oc- 
cupational Therapy Consultant for the Center. 
It included a tour, movie on speech therapy and 
refreshments. 


July, 1948—A business meeting was held in 
the Nurses’ Home of St. Francis Hospital at 
which time the committee chairmen reviewed 
their activities. After the meeting, those who 
were interested visited the occupational therapy 
department. 

September, 1948—Members and friends were 
invited to hold the regular Occupational Ther- 
apy Association meeting at the new Tripler 
General Hospital. Major Kuitert gave the wel- 
coming address to the group. The occupational 
therapists of Tripler Hospital conducted a tour 
of the occupational therapy and physical thera- 
py departments. All those present were highly 
impressed with the adequate facilities available 
for patients and therapists. 
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November, 1948—Meeting of the Associa- 
tion was held in the new occupational therapy 
shop at the Leahi Hospital. Miss Esther Pyun, 
delegate, gave a report on the convention and 
institute. This was followed by a tour of the 
various occupational shops at Leahi. 

January, 1949—Dr. Helpburn, psychologist 
of the Territorial Hospital and the University 
of Hawaii Psychological Clinic was the main 
speaker at our January meeting which was held 
at The Queen’s Hospital. Dr. Helpburn dis- 
cussed the application of new methods in the 
psychological approach to mental illness with 
slides and samples of painting done by patients. 

February, 1949— A special meeting was 
called to discuss the revision of the constitution 
and its adoption at the annual meetings. Plans 
for our March Annual Meeting were also dis- 
cussed and approved. 


March, 1949—The annual meeting of the 
Occupational Therapy Association of Hawaii 
was held at the Oahu Country Club. A business 
meeting was held after the luncheon at which 
time the following business took place: 


1. Adoption of the revised constitution of 
the Occupational Therapy Association of 
Hawaii. 

2. Annual reports given by committee chair- 
men and officers. 


3. Election of officers, delegate-alternate and 
directors for the current year: 


OFFICERS 

President—Mrs. Ellin Burkland, O.T.R., , 
Vice-President—Mrs. Elizabeth Huntsberry, O.T.R. 

Leahi Hospital. 
Secretary—Miss Bernadette Young, O.T.R., 

Leahi Hospital. 
Treasurer—Miss Aileen Lau, O.T.R., 

Territorial Hospital, Kaneohe. 
Delegate—Miss Esther Pyun, O.T.R., 

Queen's Hospital. 

(last year of a three-year term.) 
Directors—Lt. Mary Lou Boman, O.T.R., 

Tripler General Hospital. 

Mrs. Marion Clark, O.T.R., 
Bureau of Crippled Children Cere- 
bral Palsy Treatment Center. 


OREGON 
Publicity Chairman, Grace A. Black, O.T.R. 


The Occupational Therapy Association of 
Oregon launched its professional publicity pro- 
gram with an invitation meeting on May 6th 
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at the Portland Rehabilitation Center. Invita- 
tions were sent to the Dean or President of 
each of the colleges in the state, to directors of 
various health agencies in the city, county state 
levels, and to other groups which have shown 
an interest in or would have some use for oc- 
cupational therapy. Of the forty-eight invita- 
tions sent there were twenty-six people attend- 
ing the meeting in addition to the regular mem- 
bers. The invitations were planned and printed 


. by the therapists at the Portland Veterans Ad- 


ministration Hospital. 


Miss Edna-Ellen Bell, Director of Occupa- 
tional Therapy and Rehabilitation at the College 
of Puget Sound, was requested to speak on oc- 
cupational therapy in its broad aspects. She was 
followed by the heads of the occupational threa- 
py departments in the state. Included in this 
group was the Veterans Administration Hospi- 
tal in Vancouver, Washington, as those thera- 
pists are members of the association. Only a 
half hour was allowed Miss Bell for her pre- 
sentation but she took full advantage of that 
time to draw a picture of O.T. to-day, the prep- 
aration of personnel for the work in its dif- 
ferent aspects, and the possible developments 
of O.T. as an integral part of the rehabilitation 
process. The individual department heads were 
allowed four minutes each to present a crisp, 
concise sketch of her department, supplement- 
ing this with the visual demonstrations on ex- 
hibit. 

The entire program was planned to be com- 
plete in one hour, with coffee afterward for 
those who wished to stay to talk with the ther- 
apists, each other, or look at the exhibited ma- 
terial. We felt that we would gain more 
friends by giving as much as we could in as 
short a time as possible than take more time and 
risk boredom. Apparently we were successful 
as a great deal of interest was shown through- 
out the program and most of the guests re- 
mained to talk after the meeting. Since the 
meeting there has been definite evidence of in- 
creased interest and understanding on the part 
of those organizations represented. 


Our first step has been taken with success 
and we are preparing for another in the fall. 
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COMMITTEE 
REPORTS 


EDUCATION COMMITTEE 


At the mid-year meeting of the Board of 
Management held in Cleveland in March, the 
Education Committee and its Sub-Committees 
on Schools and Cirriculum and Clinical Train- 
ing held several meetings. The principal sub- 
jects of discussion were as follows: 


1. The need for recruiting more students so 
that the number of qualified occupation thera- 
pists may be increased. The following statistics 
made up from reports of the 25 U.S. schools 
were presented. 

Total no. of graduates in 1949 
Total no. graduates estimated for 1950 __423 
Total no. graduates estimated for 1951 -_413 
Total no. graduates estimated for 1952 -_425 
(Figures given for 1951 and 1952 were 
vague and probably will be greater than in- 
dicated.) 


Only four schools reported full enrollment. 

Estimates of the additional number of stu- 
dents that could be handled in the present 
schools was a minimum of 600. 

The attrition rate for the years 1946, 1947 
and 1948 (1219 graduates) was approximately 
40%. 

It was recommended that a special committee 
should be appointed on a national level to fur- 
ther the recruitment of students. (So recom- 
mended to the Board and approved.) 

The Sub-Committee on Schools and Curricu- 
lum recommended that there should be pre- 
pared an analysis of requirements for admission 
to an O.T. curriculum which should be used for 
information for those who are guiding handi- 
capped students. 


2. The establishment of standardized hospi- 
tal training course for assistants in psychiatric 
hospitals. 

A plan for a one-year course was presented 
by Mr. Guy Morrow of Cleveland State Hospi- 
tal. This was referred to the Committtee on 
Psychiatry of the Sub-Committee on Research 
and Services which after some study of it rec- 
ommended cooperation with the A.P.A. in set- 
ting up such a program through the State Depts. 
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of Mental Hygiene. The Board referred this 
matter to a committee for presentation to the 
Rehabilitation Committee of the A.P.A. for 
their recommendation and for further considera- 
tion in August at the time of the A.O.T.A. 
convention. 


3. The relationship between O.T. and Physi- 
cal Medicines. 


There was discussion of the recommenda- 
tions made to the Council on Medical Education 
and Hospitals of the A.M.A. to the effect that 
physiatrists or physicians should be in charge 
of O.T. schools and that O.T.’s should be called 
“O.T. technicians”. A letter of reply to the 
letter from the Council in regard to this was 
formulated, approved and recommended to the 
Board for approval and forwarding. (Letter 
approved by the Board). 


4. Recognition of music and recreational 
therapy. 


It was recommended that training of students 
in music and recreational threapy be encour- 
aged, that programs for training should be set 
up and that recommendation be made to the 
A.P.A. that music and recreational personnel 
be coordinated insofar as possible. 


HELEN WILLARD, O.T.R. 


Chairman 


Letters to the Editor 


387th Station Hospital 
Stuttgart, Germany 


My dear Editor—and O.T.’s Everywhere: 


My enthusiasm for our profession grows constantly. 
Of course it has had wonderful] stimulus from the 
days with Sue Hurt and Helen Freas at R.P.I. to Phil- 
adelphia with Miss Willard and Clare Spackman and 
those days with Mrs. Sommer at Walter Reed and 
Hazel Donelson at Army and Navy General. Then 
October 1947 brought another glorious experience of 
working with Mrs. Sommer in Copenhagen, Denmark. 
before getting my Regular Army commission and 
being assigned to the Orthopedic Center of EUCOM 
in July 1948. 


Denmark is a land of charm woven much in the 
pattern of the Hans Anderson tales. The aptitude of 
her people is condusive to the philosphy of occupa- 
tional therapy. The hospitals there have made a nice 
beginning in recognizing the value of activity for 
patients. However, the therapeutic analysis that we 
know has not been clearly analyzed and transformed 
into practice as yet. In Copenhagen there is an ‘‘In- 
stitut for Haandarbejdsterapi’’ which is developing 
from a school of handcraft into one which is also of- 
fering anatomy and psychiatry in its curriculum. Two 
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of the students, now practising, visited the States last 
winter, and learned of our training. Most of my time 
in Denmark was spent at Kommunehospitalet, a large 
city hosptial. What a thrill it was to see a little shop 
come into being within six weeks. We had weaving, 
leatherwork, woodwork, plastic, ceramics, blockprint- 
ing and other forms of art and some recreational ac- 
tivities for patients with diseases and injuries to the 
locomotive system. This little ““Arbejdstue’” was the 
first of its kind in Scandinavia. The enthusiasm and 
cooperation of the head doctor of physical medicine, 
Dr. Svend Clemmesen, was ever so helpful ana 
stimulating; and the devotion of the therapist, Agnete 
Wedell, just gave me a thrill. We had classes and 
demonstrations there for the doctors, nurses, physical 
therapists and social workers and showed how occu- 
pational therapy is a complementary part of the treat- 
ment program. Our patients were interesting cascs 
and responded to the treatment. 


The news of our Arbejdstue spread and brought 
me in contact with medical people from all over 
Europe. Some of these invitations I have accepted. 
The most enchanting of the opportunities came when 
I went to Stockholm for five weeks and lectured on 
the Theory of Occupational Therapy to the students 
in the newly formed course patterned after the occu- 
pational therapy requirements in America. Sweden is 
very progressive in medicine. Her hospitals, especially 
the two in Stockholm, Karolinska and Sodersjukhuset, 
are superior in arrangement and equipment. 


I rather chuckle to myself when I thought in school 
days how useless it was for me to take that course in 
Organization of an Occupational Therapy Department 
which is required theory. I just knew that I would 
never have a chance to organize a department! Well, 
here it is three years since graduation and I am or- 
ganizing my second. I assure you I have my notes 
with me and use them, my dear Miss Spackman. Just 
now I am the only O.T. in Germany and I have had 
the thrill and (well, many words could be 
placed in that blank) seeing an O.T. clinic come into 
usefulness at another Army hospital. The stories of 
the contacts I have made would’ certainly make a 
book. The funniest is about our ceramic purchase— 
that of a whole little shop with a huge (8x5x5) kiln 
and four tons of clay. Otherwise the purchase is well 
in proportion to what we need. Everyone here is so 
enthusiastic about it, and I hammer into their heads 
the therapeutic value of the kick-wheels and the coil- 
making. I pledged to myself that every activity shall 
be analyzed and used as treatment. You should see 
our wonderful plastic engraver with graded resistance 
for ankle exercise and our resistance on the bicycle 
jigsaw. I have a corpsman and two instructors and a 
secretary. The atmosphere of the department is very 
condusive to happy work and play. The patients do 
leatherwork, plastics, block printing, some woodwork, 
art, finger weaving and recreational activities. 


I am really looking forward to 1950 when I can 
chatter with many of you. Do write me so as to let 
me know the doings in the States. I surely devour 
the American Journal of Occupational Therapy from 
cover to cover each issue. 


Keep ‘em working... . 


(Signed) 
Lottie V. Blanton, O.T.R. 
2nd Lt. WMSC 
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SCHOOL 
ACTIVITIES 


THE PHILADELPHIA 
SCHOOL OF 
OCCUPATIONAL THERAPY 


One of the most interesting special activities 
of The Philadelphia School of Occupational 
Therapy was its Open House held on Saturday, 
May the 14th. 


Plans were made some weeks in advance and 
a number of projects were coordinated. The 
students in applied design made posters adver- 
tising the event. The best one was selected for 
reproduction and distribution to colleges, 
schools, clubs, churches and places where de- 
sirable prospective students might see it. Other 
posters were used throughout the school. Special 
invitations were printed by patients under the 
direction of senior students in The Curative 
Workshop. Students assisted in addressing and 
mailing invitations to high school and college 
students and to vocational guidance counsellors, 
librarians, teachers and persons suggested by 
members of the Board of the School or by the 
students themselves. The city newspapers car- 
ried announcements of the event. 


On May 14 the school building was open to 
visitors from nine A.M. until four P.M. 


Guests were asked to register and, as they 
came in, student guides called their attention 
to an extensive exhibit of pictures showing oc- 
cupational therapy for all types of patients. One 
large bulletin board showed students studying 
the brain and doing carving, with a poster brief- 
ly outlining the content of the course. A second 
large display board showed pictorially the vari- 
ous phases of clinical practice with mental pa- 
tients, physical injuries, children, general hos- 
pital cases and tuberculosis patients. School cat- 
alogues, the new A.O.T.A. folder and mime- 
ographed and printed material briefly defining 
occupational therapy and describing its uses 
were freely distributed. 


In each of the classrooms regular classes were 
in session with students demonstrating the ac- 
tual process of the various crafts taught and ex- 
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plaining the use of each activity for the treat- 
ment of patients. Pictures showing patients 
doing the same projects tied together the stu- 
dent’s learning and the application of the treat- 
ment. Special emphasis was laid by the students 
in their explanation of the reasons for learning 
to do each craft upon the medical knowledge 
which they have to acquire in order to apply 
the activity properly as treatment. 

Moving pictures of occupational therapy for 
various types of cases were shown at regular in- 
tervals and a marionette show was given peri- 
odically, the guests having opportunity to see 
the play and behind the stage and the construc- 
tion of the marionettes as well. Special exhibits 
of work with children and the blind were 
shown. 

The Curative Workshop was in full opera- 
tion with patients who, under the direction of 
senior students, were actually receiving treat- 
ment. 

There was a constant stream of visitors 
throughout the day. Many of them gained a 
much clearer concept of occupational therapy 
than they had had before and the event paid 
dividends in actual enrollment for this year and 
prospective future students. 

The greatest value, however, was in the com- 
plete participation of every member of the stu- 
dent body and the awakening of the students to 
their responsibility in publicizing occupational 
therapy so that more persons may be trained. 
A number of the students sought opportunity 
to speak in their own colleges or high schools 
and in explaining the activities of the school to 
the visitors crystallized their own thinking about 
their profession and had practice in explaining 
it briefly and concisely. 

The whole occasion proved such a success 
that plans are already under way to repeat it 
next year. 


O-TEASERS 


What is the meaning of the following wora 
derivatives: 
Histos 
Morphe 
. Pathos 
. Homeo 


wh WN 


. Psyche 


(Answers on page 226) 
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Book Reviews 


VICTORY IN MY HANDS, 


Harold Russell with Victor Rosen 
Creative Age Press, Inc., New York, 1949, $2.50 


Reviewed by: Isabel March Kellogg, O.T.R. 


“Sergeant Harold Russell awoke in a hospital ward. 
His hands—both his hands were gone. And he knew 
that life, for him, was ended. What can you do 
without hands?” 


This stirring autobiography is divided into three 
parts; Disaster, Crisis, and Victory. It is the emo- 
tional, mental, and physical battle against hopeless 
despair and a big physical handicap. In the first part 
a therapist can obtain a clear understanding of only 
a small part of the mental trauma her patient may 
experience. It would be so easy if one coulda’ remain 
in a state of suspension—neither dreaming of the 
past or looking ahead at the black picture of the fu- 
ture. Sergeant Russell relived his thirty years from 
his “hospital reviewing stand,’ each memory a vivid 
picture and felt he had been a failure all his life, 
and now he had arrived at his own “‘private D-Day’. 
Reality must be faced. Everything become work and 
having others care for him in every way made him 
realize what he was up against. 

In the ‘Crisis’ rehabilitation begins in an all ampu- 
tee section of Walter Reed Hospital, a special sec- 
tion with a language and way of life all its own. 
Physical progress was good but mental progress came 
slowly. Using hooks meant going back to childhood 
and learning little everyday things all over again. 


He gives just credit to the occupational therapist 
who worked with him and helped him, but felt that 
because they had both hands that there was a “serious 
psychological as well as practical barrier’? between 
them. He felt that someone with hooks could make 
the learning process less discouraging and would be 
able to give the short cuts which he had to learn by 
painful experience. The film and contact with Mr. 
McGonegal, the double amputee of World War I 
gave him a great lift and encouragement. 


Going away from the sheltered hospital life was 
hard and particularly so because as a patient he had 
associated primarily with amputees. Adjustments to 
stares, questions and comments of the curious and 
‘well meaners’ became another battle, which in time 
he won. It would be worth the readers time to look 
up the words ‘crippled’ and ‘handicapped’ to fina’ if 
your conclusions are the same as that of the army 
major who did much to set the Sergeant on the right 
road. 


Part II] or Victory deals with the problems of 
earning a living for himself and family as well as the 
interesting experiences the Sergeant had in making 
the moving picture “The Best Years of Our Lives” 
and of meeting and working with people in the mo- 
tion picture industry. He also gives us in this sec- 
tion a working philosophy whether we are handi- 
capped or not. “It is not what you have lost, but 
what you have left that counts.’ 


VICTORY IN MY HANDS is excellent study ma- 
terial for students, therapists and patients in the ac- 
tual procedure of using books and the practical meth- 
ods of learning how. I refer particularly to pages 
98-110. Add it to your must reading list. 
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TEACHING POSTURE AND BODY MECHANICS 


Ellen Davis Kelly, Ph.D. of the Penn. State College 
A. S. Barnes and Company, New York, 1949 


Reviewed by: Isabel March Kellogg, O.T.R. 


Dr. Kelly has presented in her text much valuable 
material for anyone who has had no preparation for 
teaching body mechanics and activities. There is a 
wealth of information for quick review for those who 
have had the training but need a brush up in a hurry. 

Background and factors influencing posture are 
well presented, avoiding the technical terms in order 
that the text may be understood by parents and non- 
medical readers. 

Programs, methods of recording and evaluation of 
the activities are carefully worked out to assist the 
individual conducting the activities. 

Good boay mechanics are described with emphasis 
on relaxation and avoidance of stress and strain on 
joints or muscles. There are many ideas and plans 
for simple equipment which a therapist would be able 
to use in a hospital or home program. 

The text stresses the use of visual aids and self 
evaluation for motivation of the individual and pre- 
sents an excellent list of films pamphlets and books 
which could be used. 

All of the activities are graded for use with the 
various age groups and considers correction of faul- 
ty mechanics as well as maintenance of good posture. 


REHABILITATION OF THE TUBERCULOUS 


H. A. Pattison, M.D., F.A., C.P. 
The Livingston Press, 
Livingston, Columbia County, N.Y. 
250 pages, Third Edition, 1949 


Reviewed by: Wanda Misbach Edgerton, O.T.R 


In his preface the author states that this volume is 
intended to be no more than, ‘a readable record of 
observations and experiences in the field of rehabili- 
tation for the tuberculous” and that there “has been 
no attempt to treat any subject exhaustively’. Since 
this is the third revised edition it is evident that the 
book is meeting a need and that such a record is not 
only readable but valuable. 

The book is made up of two distinct parts. Of these 
the first is concerned with the history of the growth 
and development of the rehabilitation idea. Rehabili- 
tation, as defined by the author for purposes of dis- 
cussion in this volume is limited to the field of the 
tuberculous and is stated as “treating a person rather 
than a lesion’”’ or again, more fully, as, “medical re- 
habilitation is the scientific organization of conva- 
lesence to hasten recovery and guide to purposeful 
living.” It is interesting to note that the author 
quotes the now official definition of occupational 
therapy as one which was first offered by him in 
1919. 

One chapter is devoted to a discussion of Ergother- 
apy which he defines as “physical or mental work 
prescribed as treatment’. Dr. Pattison believes work 
should be both productive and saleable. He points 
out the need for a special setting with an outline of 
the different aims in private industries which are dedi- 
cated to material profit and high production with low 
labor turnover as opposed to the sheltered workshops 
where the aim is high labor turnover (moving workers 
out into active competition when ready), low output 
in line with the worker's below normal ability, and 
no overtime with the resulting necessity for subsidy 
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since self support, much less profit, is unlikely if not 
impossible. 

After-care, Fatigue, Mental Aspects of Tuberculosis, 
Marriage, Allergy and Immunity, The Human Consti- 
tution make up the remaining chapters of Part One. 
This is followed by a five page bibliography. Num- 
erous related case histories are incorporated in each 
chapter of Part One. 

Part Two is a survey of “Typical Rehabilitation 
Programs and Projects’ and is concerned with pro- 
grams for both civilians and war veterans here and 
in other countries. The Glen Lake, Minnesota and 
the Massachusetts programs, Niagara Sanatorium and 
the Saranac Lake Study and Craft Guild are described 
as examples of In-Sanatorium rehabilitation programs. 
Post-Sanatorium programs selected as typical are those 
of Potts Memorial Institute in New York State, Lake 
Tomahawk State Camp in Wisconsin, Rutland Train- 
ing Center, Rutland, Massachusetts, the Altro Work 
Shops, Boston and Hartford Sheltered Shops in the 
United States and in addition five interesting centers 
in England, three in Holland, one in Switzerland, 
one in Australia, one in India and one in Ireland. 

Part Two is followed by its own bibliography and 
by an index of the entire volume. 


HONORABLE MENTION 


Honorable Mention was awarded the Scien- 
tific Exhibit on Spinal Cord Injuries which was 
sponsored by Dr. Lewis J. Pollock and his As- 
sociates, Department of Nervous and Mental 
Diseases, Northwestern University Medical 
School, together with Dr. Louis B. Newman, 
Chief of Physical Medicine Rehabilitation and 
his Associates, Veterans Administration Hospi- 
tal, Hines, Illinois at the American Medical As- 
sociation Convention June 6-10, 1949, Atlantic 
City, N.J. 

The Exhibit showed pictorially and graph- 
ically a three-year follow-up of 300 patients 
with spinal cord injuries who had received 
Physical Medicine and Rehabilitation, as well 
as the Neurological aspects and Plastic Surgery 
for decubitus ulcers. This Exhibit was also 
shown at the American Neurological Associa- 
tion Convention, Atlantic City, N.J., June 
13-15, 1949. 


SPECIAL NOTICE 


Therapists, you will be placing your 
fall orders soon. Before doing so, refer 
to the Journal for your sources of sup- 
plies. Journal advertisers are a reliable 
source of supply and are interested in 
furthering our profession as evidenced by 
their appearance in the Journal. If you 
are in doubt about where to buy the ma- 
terials you need write the Journal Office. 


224 


ay 
; 


Schools Offering Courses in Occupational Therapy 


Boston School of Occupational Therapy, Affiliated with Tufts College, 7 Harcourt St., Boston, Mass. 
Mrs. John A. Greene, President 


Colorado Agricultural and Mechanical College,* Fort Collins, Col. Asst. Prof. Helen Tobiska, OTR, 
Director of O.T. 


Columbia University, College of Physicians and Surgeons, 630 W. 168th St., New York 32, N.Y. 
Miss Marie Louise Franciscus, OTR, Acting Director of O.T. 


Iowa State, University of,* College of Liberal Arts and College of Medicine, lowa City, Iowa. Miss 
Marguerite McDonald, OTR, O. T. Supervisor 


Illinois, University of, College of Medicine, 1853 West Polk St., Chicago 12, Ill. Assoc. Prof. Beatrice 
D. Wade, OTR, Director of O.T. 


Kalamazoo School of Occupational Therapy, Western Michigan College of Education, Kalamazoo 45, 
Michigan. Assoc. Prof. Marion Spear, OTR, Director of O.T. 


Kansas, University of, School of Occupational Therapy, Lawrence, Kansas. Asst. Prof. Nancie B. 
Greeman, OTR, Director of O.T. 


Michigan State Normal College, Ypsilanti, Michigan. Asst. Prof. Gladys Tmey, OTR, Supervising 
Director of O.T. 


Mills College, Oakland 13, Cal. Mrs. Elsa H. Hill, M.A., OTR, Director of O.T. 


Milwaukee-Downer College, 2512 E. Hartford Ave., Milwaukee 11, Wis. Prof. Henrietta McNary, 
OTR, Director of O.T. 


Minnesota, University of, School of Medicine, Minneapolis, Minn. Miss Borghild Hansen, OTR, 
Director of O.T. 


Mount Mary College, Milwaukee 13, Wis. Sister Mary Arthur, OTR, Director of O.T. 


New Hampshire, University of, College of Liberal Arts, Durham, N.H. Asst. Prof. Doris F. Wilkins, 
OTR, Supervisor of O.T. 


New York University, School of Education, Washington Square, New York 3, N.Y. Miss Frieda 
Behlen, OTR, Director of O.T. 


Ohio State University, College of Education, Columbus 10, Ohio. Prof. Martha E. Jackson, OTR, 
Chairman, O.T. Dept. 


Philadelphia School of Occupational Therapy, Affiliated with U. of Pa., 419 South 19th Street, 
Philadelphia 46, Pa. Miss Helen S. Willard, OTR, Director 


Puget Sound, College of, N. 15th and Warner St., Tacoma 6, Wash. Miss Edna-Ellen Bell, OTR, 
Director of O.T. and Rehabilitation 


Saint Catherine, College of, St. Paul 1, Minn. Sister Jeanne Marie, OTR, Director of O.T. 
San Jose State College, San Jose 14, Cal. Asst. Prof. Mary Booth, OTR, Director of O.T. 


Southern California, University of, College of Letters, Arts, and Sciences, Box 274, Los Angeles 7, 
Cal. Prof. Margaret Rood, OTR, M.A., Director of O.T. 


Texas State College for Women, Dept. of Art, Denton, Texas. Assoc. Prof. Fanny Vanderkooi, M.A., 
Supervisor of O.T. 


Toronto, University of, Dept. of University Extension, Toronto, Canada. W. J. Dunlop, B.A., B. Paed, 
LL.D., Director of O.T. Course 


Washington University, School of Medicine, 4567 Scott Ave., St. Louis 10, Mo. Prof. Sue Hurt, OTR, 
Director, Dept. of O.T. 


Wayne University, College of Liberal Arts and College of Education, Detroit 1, Michigan. Asst. Prof. 
Barbara Jewett, OTR, Director of O.T. 


William and Mary, College of, Richmond Professional Institute, 901 W. Franklin St., Richmond 20, Va. 
Wisconsin, University of, School of Medicine, 1300 University Ave., Madison 6, Wis. Asst. Prof. 
Caroline G. Thompson, OTR, Technical Director of O.T. 
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EVENTS 
CALENDAR 


AUGUST 20-22 


House of Delegates, Board of Management, and 
Committee meetings of American Occupa- 
ional Therapy Association, Hotel Book-Ca- 
dillac, Detroit, Michigan. 


AUGUST 23-25 


Convention of American Occupational Therapy 
Association, Hotel Book-Cadillac, Detroit, 
Michigan. 


AUGUST 26-27 


Institute of American Occupational Therapy 
Association, Hotel Book-Cadillac, Detroit, 


Michigan. 


CLASSIFIED 
ADVERTISING 


Classified advertising accepted for POSITIONS 
WANTED and POSITIONS AV AILABLE only. Min- 
imum rate $2.00 for 3 lines; each additional word ten 
cents. (Average 51 spaces per line). Copy deadlines 
first of each month previous to publication. 


POSITIONS AVAILABLE 


Wanted: graduate registered occupational therapists 
and trained recreation workers for assignment in IlII- 
inois State psychiatric hospitals, schools, for mental 
defectives, children’s and correctional institutions. 
Civil Service positions, carrer service with Opportunity 
for advancement—good salaries, excellent retirement 
and insurance plan. Maintenance available if desired. 
Applicants may contact Miss Bertha E. Schlotter, 
Room 1500, 160 North LaSalle Street, Chicago 1, Ill. 


Registered occupational therapists, 3000 bed psychi- 
atric hospital located in city. Civil Service—mainten- 
ance if desired. Excellent opporunity for professional 
growth. Write to Miss Inez Huntting, O.T.R., Bos- 
ton State Hospital, Boston 24, Mass. 
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Wanted: occupational therapist for rehabilitation pro- 
gram. Salary $3,000 plus lunch, 5 day week, 3 week 
vacation. Write Mrs. M. Rahr, Rehabilitation Co- 
ordinator, Municipal Tuberculosis Sanitarium, 5601 
N. Pulaski Road, Chicago, Illinois. 


Wanted: registered occupational therapist interested 
in the treatment of cerebral palsied children at the 
recently expanded Institute of Logopedics, University 
of Wichita, Wichita, Kansas. For details, write to 
H. O. March, M.D., Institute of Logopedics, Wichita, 
Kansas. 


Sheppard and Enoch Pratt Hospital, Towson 4, Mary- 
land. Position available for graduate therapist in oc- 
cupational therapy. For information write: Mrs. 
Marshall L. Price, O.T.R., Director of Occupational 
Therapy. 


Applications are invited for the position of director 
of the Occupational Therapy School of Victoria. 
Duties commence November 1, 1949, in Melbourne, 
Victoria. Qualifications: diploma in occupational 
therapy, administrative and teaching experience. Com- 
mencing salary within the range of £650 to 800, 
according to qualifications and experience. First-class 
sea passage to Australia provided for overseas ap- 
plicants. 

Applications, stating qualifications, experience, age, 
etc., must be addressed to the Honorary Secretary, 
Occupational Therapy school of Victoria, c/o Fuller, 
King and Company, 83 William Street, Melbourne, 
Australia. 


Occupational therapist to assume responsibility of 
Girls’ Shop in State Training School comprised of 
mentally deficient individuals. Experience in crafts 
and arts essential. Maintenance optional. Applicants 
contact Mr. Howard T. Ennis, Superintendent, Dela- 
ware Colony, Stockley, Delaware. 


ANSWERS TO O-TEASERS 


1. Loom or Web — histology; science of the 
tissues. 


2. Form — morphology ; study of structural or- 
ganic types; Morpheus, the god of sleep, 
who presents forms to use. Morphine, which 
produces artifical sleep. 


3. Feeling or suffering — pathology; in science 
the term has a generalized meaning of dis- 
ease. 


4. Same — homeopathy; the branch of medi- 
cine which advocates cure by means of reme- 
dies having the same effect on a healthy per- 
son as the disease has on the person affected 
by it. 


5. Mind — psychology; science of the mind. 
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SHELLCRAFT 
SUPPLIES 


Free illustrated wholesale cata- 
logue of Shell, Metal and 
Plastic Parts used in creating 
costume jewelry and novelties 
for therapy, hobby or business. 
Contains detailed instructions 
and designs. 


Dependable Quality 
Prompt Service 


Florida Supply House, Inc. 
413-419 12th Street, Bradenton, Fla. 


AT YOUR 
FINGER-TIPS 


Get your free copy of Hammett’s 
new catalog listing and illustrat- 
ing occupational therapy materials 
and equipment. 


LOOMS 


Hand or Foot Power 


WEAVING MATERIALS 


Roving Wools 
Carpet Warp Rug Yarns 


BASKETRY MATERIALS 
Reed — Raphia — Cane 
Wooden Baskets and Trays 
Corkcraft Plastics 


ART MATERIALS 


Leather and Tools 
SEND FOR THE CATALOG TODAY! 


J. L. HAMMETT CO. 


Educational Materials Since 1863 
306 Main Street Cambridge, Mass, 


Occupational Therapists 


Our 80 page catalog is a valuable 
reference for every O.T. Its pages 
will give you many new ideas for 
creating new interests and new 
projects, whether it be Leather, 
Metal, Weaving or Plastics. 


QUALITY TOOLS AND SUPPLIES 
FOR EVERY CRAFT 


Write for your catalog today! 


American Handicrafts 
Company, Inc. 

45 SOUTH HARRISON STREET 

EAST ORANGE, NEW JERSEY 


RETAIL STORES 
AND STUDIOS: 


12 E. 4ist St. 54 So. Harrison St. 


New York City East Orange, N. J. 


0. T. DEPARTMENTS 


Everywhere Have Made 
the Original 


CHAS. TOEBE 
LEATHER CO. 


Their Headquarters for All 
LEATHERCRAFT SUPPLIES 


Big “Fred & for 
To ebe” ER 
cans, K. LEATHER 


CATALOG FREE TO AIDES OF O. T. wl 
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The therapeutic value of working with fine leather is known 
to everyone who has taken pleasure in putting a high gloss 


LARGE on a good pair of shoes. 
We have a complete line of tooling leathers, embossed grain 


CATALOG 


leathers, and calfskin, either in skins or cut to project pat- 
SENT WITH terns. Also leather working tools and ornaments. Shown 
FIRST ORDER above are two of the many belt patterns available. 

We supply complete instructions for projects on belts, 

handbags, wallets, key cases, book marks, camera cases, 


and many others. 


Quality leathercraft headquarters for over 30 years. 


OSBORN BROS. 


223 W. Jackson Blvd. 


Chicago 6, Illinois 


A fascinating new craft 


CASTING WITH PLASTICS 


No special equipment or 
machinery necessary 


@ As easy as pouring water out of a glass. 

@ Hardens quickly. A wide variety of castable 
materials—clear plastic or opaques that are 
similar to ivory, ebony, marble, porcelain, 
stone. Mold-making simplified with our new 
rubber and latex compositions. 

® SCHOOLS throughout the country are ‘oleae 
ing PLASTICAST products to their Manual 
Training and Vocational courses. 

@ WRITE for large free catalog which explains 
methods fully. 


HOBBYCAST PLASTICS, INC. 


4637 N. Kedzie, Chicago 25 
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HUNDREDS OF ITEMS AND IDEAS 
tHe WOODWORKER 


A Board or a Carload Top Grade Kiln Dried 


HARD - TO - 
FIND LUMBER 
Mahogany — 
nut — Wh. Hd. 
Maple — Cherry 
—Poplar — Aro- 
matic Red Cedar 
—Red, White and 
English Brown 
Oak — Sapeli — 
Andiroba — Balsa 

wood. 

Big New No. 16 
Catalog For 
Woodworkers. 

144 Pages 

Of Hard-To-Find 
Supply Items. 

The finest catalog 

we ever published. 

Full of unequaled 

bargains and use- 

ful informatie. 


TOWN 


MAIL COUPON TODAY sir 


Please send me a free copy of your big 
new Catalog No. 16. 


ADDRESS 


Greatest Selection of Fine 
Domestic and Imported 
Woods. Catalog shows in 
natural color 32 rare and 
fancy woods, 43 matched 
veneer designs, multi- 
colored bandings, inlays, 
overlays; 275 seroll pat- 
terns to choose from, la- 
bor saving machinery and 
a section for beginner's 


instruction, 


OVER 100 NEW ITEMS 


My stocks are gigantic— 
bigger than ever before. 
Really FAST SERVICE 
on your orders. My new 
catalog includes a ‘‘gold 
mine’ of hard-to-find 
hardware items. What- 
ever Wood Craftsmen 
need—I HAVE IT! 


Harold F. Hunt, Pres 


CRAFTSMAN WOOD 
SERVICE CO. 

2729 S. Mary St. 
Dept. M-8, Chicago 8, 
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Prompt Shipments from a Complete Stock of 


LARSON LEATHER 


We invite you to consider the re- 
habilitative possibilities in Larson 


Leathercraft. 


The wide variety of Larson cut-out 
projects is ideally suited to occupa- 
tional therapy work among men, 
women, boys and girls. With no pre- 
vious experience, hundreds of handi- 
capped persons have found in Larson 
Leathercraft a profitable and useful 
occupation. 

We offer at all times a complete 
line of moderate-priced tooling leath- 
ers, as well as top quality calfskins. 


Send for a FREE copy of our new 
24-page catalog 


J. C. LARSON COMPANY 


Dept. O, 820 S. Tripp Ave. 


We supply all tools, ma- 
terials and instructions 
for making: 


Gloves Billfolds 
Link Belts Purses 
Pyrostrip Comb Cases 
Moccasins Key Cases 


Woolskin Toys and Mittens 
Many Other Useful Items 


Chicago 24, Illinois 


GOOD 


HANDICRAFT WORK 
STARTS WITH 


BERNAT YARNS 


Whatever your arts, whether it’s 
weaving, crocheting, knitting, or any 
other activity where yarns play an 
important part, Bernat Yarns are 
worthy of your considerations. 
Bernat Yarns are spun of the finest 
materials and dyed carefully to re- 
tain their rich, soft tones—available 
in many weights and sizes for 

HAND WEAVING 

HAND KNITTING 

HOOKED RUG MAKING in 

WOOLS e COTTONS e LINENS 


BERNAT YARNS 
Master Dyed 


Emile Bernat & Sons Company 


99 Bickford Street 
Jamaica Plain 30, Massachusetts 


ART-CRAFT METALS 


Sterling Silver Copper 
Aluminum Nickel Silver 
Brass Special Bronze 


Silver Solders 


According To Your Requirements 


Sheets @ Circles @ Blanks 


Wire @ Tubing 
Ball - Bezel - Pearl Bead Wires 


Especially for 
O. T. METAL CRAFT PROJECTS 


Catalog to O. T.’s on request 


T. B. HAGSTOZ & SON 


709 Sansom St. Philadelphia 6, Pa. 


AJOT III, 4, 1949 
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100% 


VIRGIN WOOL 
Hand Knitting Yarns 


More and more hospitals and 
health institutions are buying 
SNOWBALL Hand Knitting 
Yarns because Snowball is the 
manufacturer of their own yarns 
and make one of the most ex- 
tensive lines of yarns available, 


at the RIGHT PRICE. 


We can offer, at attractive prices, worsted yarns, 
tapestry yarns, cotton chenille yarns, angora yarns 
and rayon yarns. You are invited to write request- 
ing our bid on any quantity. 


Please write for 
samples of the entire 
Snowball line, show- 
ing the great many 
colors available. 
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BROS, 


STEINBERGER 


10 West 33rd Street ¢ New York 1, N. Y. 
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There is Only One Shaw Finger-Paint 
and Binney & Smith Co. is the Maker 


Shaw Finger-Paint, originated by America’s outstanding authority as a 
creative outlet for children, is now extensively used by all 

ages for recreation, as a medium of therapy, for general 

artistic and commercial purposes, and as decoration for 

craft work. Available in sets, or in single jars 

from 1/2 pint to 1 gallon size. 


BINNEY & SMITH CO., NEW YORK 17, N.Y. 


Maker of Crayola* Crayon and Other Gold Medal Products 
*Reg. U.S. Pat. Off. 
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